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ABSTRACT OF DISSERTATION 
 
 
FACTORS AFFECTING END OF TREATMENT SYMPTOM SEVERITY 
FOR CHILDREN RECEIVING  
TRAUMA-INFORMED EVIDENCE-BASED TREATMENT 
 
The purpose of this project is to examine how the factors of gender, placement 
status, type of treatment, the number of different types of trauma experienced, and a 
child’s age at the start of treatment may influence end of treatment symptom severity 
scores for children ages 2-12 years who received trauma-informed evidence-based 
treatment for trauma.  Method: Caregivers and children receiving outpatient services 
(N=134) completed the Child Behavioral Checklist, Trauma Symptom Checklist for 
Young Children, and the Trauma Symptom Checklist for Children-Alternate Version at 
baseline and end of treatment.   Hypotheses were tested with a series of ANCOVA 
analyses, Independent t-Tests, and a Paired Samples t-Test.  Results: While statistically 
significant improvements were found between baseline and termination outcome scores 
regardless of treatment type, TF-CBT was found to more successfully reduce 
externalizing and total problem scores at termination compared to PCIT.  Despite the 
relatively young age of this sample, significant differences in externalizing and total 
problem scores on the CBCL were found for older children at the end of treatment.  No 
significant differences were found between pre-and post-test internalizing and 
externalizing scale scores for either TF-CBT or PCIT.  Additionally, examination of 
caregiver and child daily functioning scale scores indicated improved ratings of daily 
functioning from baseline to the end of treatment.  Implications:  Behavior problems 
stemming from traumatic exposure may resolve differently from behaviors that result 
from environmental factors apart from trauma.  Trauma recovery is dependent upon 
successful matching of client characteristics and need to treatment type.  Practitioners are 
encouraged to be mindful of the specialized needs of older children who are seeking 
treatment.  Research that focuses on clarifying the factors that differentiate symptom 
resolution can inform treatment selection decisions.  Social work educators are 
encouraged to design curriculum that is trauma-informed with an emphasis on helping 
students learn how to think critically about a child’s needs and to integrate this 
knowledge into treatment decisions. The development of policies that incentivize 
agencies to provide evidence-based care can increase the availability of research-
supported care for trauma exposed youth.    
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Chapter 1 
Introduction  
      Research examining the commonalities of emotional and behavioral responses of 
children who have experienced maltreatment and other trauma has led to the development 
of evidence-based practices focused on reducing emotional and behavioral symptoms 
related to traumatic exposure.  A growing body of research has found that trauma-specific 
evidence-based practices with traumatized children, such as Child-Parent Psychotherapy 
(CPP), Trauma-Focused Cognitive Behavioral Therapy (TF-CBT), Parent-Child 
Interaction Therapy (PCIT), and Alternatives for Families-A Cognitive Behavioral 
Therapy (AF-CBT), lead to improved  emotional and behavioral outcomes for these 
children and their families (Cicchetti, Rogosch, & Toth, 2006; Cohen, Deblinger, 
Mannarino & Steer, 2004, Cohen & Mannarino, 1996; Eyberg et al., 2001; Ghosh Ippen, 
Harris, Van Horn, & Lieberman, 2011; Hood & Eyberg, 2003; King et al., 2000; Kolko, 
1996a; Kolko, 1996b; Lieberman, Ghosh Ippen, & Van Horn, 2006; Lieberman, Van 
Horn, Ghosh Ippen, 2005, McNeil, Capage, Bahl, & Blanc, 1999; Schuhmann, Foote, 
Eyberg, Boggs, & Algina, 1998 ).  Questions remain, however, as to how differences in 
traumatic history and other demographic and environmental factors may influence 
treatment outcomes for children.  Further research in this area is needed to help explicate 
guidelines that can help identify treatments that best fit the individual needs of a child.  
      The need for trauma-informed evidenced-based treatment is reinforced by 
research connecting childhood trauma exposure to long-term adult outcomes (Briere, 
Kaltman, & Greene, 2008; Cloitre, et al., 2009; Edwards, Holden, Felitti, & Anda, 2003; 
Felitti & Anda, 2009; Felitti et al., 1998; Limke, Showers, & Zeigler-Hill, 2010).   Both 
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longitudinal and cross-sectional research has found evidence of the connection between 
childhood exposure to trauma and negative adult emotional and behavioral outcomes.  
The Adverse Childhood Experiences (ACE) studies conducted by Felitti and colleagues 
(1998, 2009) utilized longitudinal data to examine how maltreatment experiences in 
childhood influence emotional, physical, and behavioral outcomes in adulthood.  These 
studies found that adults who identified experiencing four or more adverse events in 
childhood, such as physical abuse, sexual abuse, substance abuse, and/or violence in the 
home, were more likely to experience drug abuse, depression, and suicide attempts, as 
well as chronic health conditions, such as cancer, liver disease, and skeletal fractures later 
in life.  Cross-sectional research from the ACE studies examining the relationship 
between childhood experiences of sexual abuse, physical abuse, emotional abuse, and 
witnessing of domestic violence on adult mental health functioning (N = 8,667 male and 
female adults), found higher levels of mental health issues for participants with more 
frequent numbers of abuse experiences (Edwards et al., 2003).  Emotional abuse during 
childhood was found to have a particularly detrimental effect on adult mental health, with 
mental health functioning declining as the intensity of emotional abuse increased 
(Edwards et al., 2003).   
      Linkages have also been found between the complexity of emotional symptoms in 
adult hood and exposure to multiple traumatic experiences in childhood (Briere et al., 
2008; Cloitre et al., 2009).  In a study examining symptom complexity in a sample of 
adult college women, Briere, Kaltman, and Green (2008) found a linear relationship 
between the number of different types of childhood traumas experienced and higher 
levels of reported negative symptoms related to the traumatic event(s), such as anxiety, 
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intrusive thoughts, depression, and anger.  Similar to the Briere et al. study, Cloitre and 
colleagues (2009) found that the cumulative effect of multiple traumatic experiences 
during childhood were predictive of higher symptom complexity in adulthood.   
      Adult attachment style has also been found to be influenced by experiences of 
childhood trauma.  Limke, Showers, and Zeigler-Hill (2010), examined the role that 
anxious or avoidant attachment in adulthood may have on mediating psychological 
adjustment for 356 adult college students with histories of sexual abuse and/or emotional 
abuse when compared to a matched control group.  Anxious attachment was found to 
significantly mediate the effects of childhood emotional abuse in the domains of “positive 
relations with others,” “total well-being,” “purpose in life,” “self-acceptance,” “negative 
affectivity,” “maladaptive defenses,” “splitting,” “environmental mastery,” and scores on 
a global severity index (Limke et al., 2010, p.356).  Anxious attachment was also found 
to significantly mediate the effects of childhood sexual abuse (sample included females 
only) in the areas of “environmental mastery,” “positive relations with others,” self-
acceptance”, and “negative affectivity” (Limke et al., 2010, p. 361).       
      The potential long-term negative effects on emotional, physical, and relational 
functioning following childhood exposure to trauma encourages the development of 
efficacious and efficient treatments specific to intervening with young children with 
varying trauma histories.  To this end, the aim of this research project was to examine 
factors that may affect end of treatment symptom severity for children ages 2-12 years 
who received a trauma-informed evidence-based treatment intervention of either Trauma-
Focused Cognitive Behavioral Therapy (TF-CBT) or Parent-Child Interaction Therapy 
(PCIT).  Specifically, this study aims: 1) to clarify how the number of different types of 
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trauma exposures, a child’s gender, placement in foster care, and the age of the child at 
the time of treatment may affect end of treatment symptom severity scores, 2)   to 
examine how internalizing and externalizing symptoms may resolve differently following 
treatment with either TF-CBT or PCIT, and 3) to examine how child and caregiver 
perceptions of daily functioning may change from the beginning to the end of treatment.  
A review of the existing literature on TF-CBT, PCIT, and factors that may confound the 
development of trauma-related symptoms will be provided, followed by a delineation of 
the guiding theoretical frameworks for this study, the results of the quantitative analyses, 
and a discussion of the implications of the results and recommendations for future 
practice, research, education, and policy.               
 
 
 
 
 
 
 
 
 
 
 
 
Copyright © Jessica G. Eslinger 2013
 5 
 
Chapter 2 
A Review of the Literature: Symptom Severity   
           It has been estimated that up to 25% of American children are exposed to a 
significant traumatic event prior to the age of 16 (Pynoos & Fairbank, 2003).  These 
traumatic exposures can include experiences such as maltreatment, neglect, traumatic 
grief, school and community violence, exposure to natural disasters, and terrorism.   
     Childhood Traumatic Grief (CTG) has been increasingly examined within the 
trauma literature.  CTG occurs when a child develops symptoms akin to those of post-
traumatic stress disorder in response to the loss of a loved one, and these symptoms 
interfere with the child’s ability to successfully progress through the grieving process 
(Brown et al., 2008; Cohen & Mannarino, 2004).  Symptoms of traumatic grief may 
include: a preoccupation with how the loved-one died, re-enacting how the person died 
through play or art, strong emotional responses when reminded of the death, avoidance of 
reminders of the death, withdrawal from others, becoming “jumpy” or easily startled 
(Goodman, et al., 2004).  Symptoms of CTG should be considered for children who have 
experienced the loss of a loved-one, including separation from parents and siblings that 
occur when children are placed in foster care.  Additionally, with the increasing numbers 
of active military and multiple deployments overseas, CTG is being increasingly 
examined with military children (Cohen & Mannarino, 2011). 
     Past research has found traumatized children to exhibit symptoms of post-
traumatic stress (Alisic, Jongmans, van Wesel, & Kleber, 2011, Crusto et al., 2010; 
Feldman & Vengrober, 2011; Greeson et al., 2011; Kaplow, Dodge, Amaya-Jackson, & 
Saxe, 2005; Kelley et al., 2010), depression (Alisic et al., 2011; Feldman & Vengrober, 
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2011; Greeson et al., 2011), anxiety (Alisic et al., 2011; Greeson et al., 2011; Kaplow et 
al., 2005), aggression (Ozcol, Zucker, & Spinazzola, 2011), and interpersonal problems 
(Feldman & Vengrober, 2011; Kim & Cicchetti, 2003).  While the development of 
adverse symptoms following traumatic exposure is well-supported in the literature, 
further understanding is needed as to how trauma-related symptoms for children ages 12 
and younger resolve during treatment.   
      Systematic reviews of existing research examining treatment interventions for 
trauma-related symptoms in children and adolescents have found differing levels of 
symptom reduction at the end of treatment.  Gillies and colleagues (2012) reviewed 14 
studies that examined treatment outcomes for traumatized children and adolescents 
following interventions with cognitive behavioral, exposure-based, psychodynamic, 
narrative, supportive, or eye movement desensitization and reprocessing therapies.  
Results indicated varying degrees of improvement in symptoms of post-traumatic stress, 
depression, and anxiety when compared to controls, with CBT being judged to be the 
most effective at reducing symptoms (Gillies, Taylor, Gray, O’Brien, & D’Abrew, 2012).  
In a study examining interventions used for reducing symptoms of post-traumatic stress 
for children exposed to non-maltreatment related trauma, Forman-Hoffman and 
colleagues (2013) conducted a systematic literature review and identified 25 articles that 
met their inclusion criteria of child exposure to a non-maltreatment related trauma (either 
with or without symptoms of post-traumatic stress), low risk of study bias (i.e. selection, 
performance, and attrition bias), and the inclusion of active or waitlist controls.  Their 
review found variation in the treatment components used across studies, the dose of 
treatment received, the frequency of treatment attendance, and the way in which family 
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was incorporated into the treatment (Forman-Hoffman et al., 2013).  Similar to the Gillies 
et al. review, interventions utilizing elements of CBT were more consistently found to 
lead to symptom reduction.    
           Studies specific to examining the implementation of full evidence-based protocols 
(opposed to the use of practice elements only), have more consistently found evidence of 
symptom reduction following treatment (Cicchetti et al., 2006; Cohen et al., 2004, Cohen 
& Mannarino, 1996; Eyberg et al., 2001; Ghosh Ippen, Harris, Van Horn, & Lieberman, 
2011; Hood & Eyberg, 2003; King et al., 2000; Kolko, 1996a; Kolko, 1996b; Lieberman, 
Ghosh Ippen, & Van Horn, 2006; Lieberman, Van Horn, Ghosh Ippen, 2005, McNeil, 
Capage, Bahl, & Blanc, 1999; Schuhmann, Foote, Eyberg, Boggs, & Algina, 1998).  The 
trauma-informed evidence-based treatment interventions of TF-CBT and PCIT evaluated 
in this study have been found to reduce emotional and behavioral trauma-related 
symptoms in young and school-aged children.   TF-CBT has been used with children 
following various types of traumatic exposures and has been found to reduce symptoms 
of post -traumatic stress (Cohen & Mannarino, 1996; Cohen et al., 2004; King et al., 
2000), depression (Cohen & Mannarino, 1998; Deblinger, Lippmann, and Steer, 1996; 
Cohen et al., 2004; King et al., 2000), fear (King et al., 2000), anxiety (Cohen & 
Mannarino, 1998), behavior problems (Cohen & Mannarino, 1996; Deblinger, Lippmann, 
and Steer, 1996; Cohen et al., 2004), sexualized behavior problems (Cohen & Mannarino, 
1996; Cohen & Mannarino, 1998), and social competence (Cohen &Mannarino, 1998) in 
children when compared with other treatment modalities or wait-list controls. PCIT has 
also been found to improve behavioral outcomes for children with histories of 
maltreatment (Borrego, Gutow, Reicher, & Barker, 2008; Borrego, Timmer, Urquiza, & 
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Follette, 2004; Borrego, Urquiza, Rasmussen, & Zebell, 1999; Chaffin et al., 2004; 
Timmer, Urquiza, Zebell, & McGrath, 2005; Timmer, Ware, Urquiza, & Zebell, 2010).  
An in-depth examination of this literature will be provided later in this review.  
     Although there is evidence of symptom resolution following evidence-based 
treatment, questions remain as to the specific factors that may help or hinder symptom 
reduction during treatment.  Research suggests that there are interpersonal, biological, 
and environmental factors that may influence the extent to which trauma-related 
symptoms may develop and how they resolve during treatment (Chapman & Chattarji, 
2000; DeBellis et al., 1999a, De Bellis et al., 1999b, De Bellis, 2001, De Bellis, 2005; 
Labar & LeDoux, 2001).  The following section reviews child and environmental 
characteristics that have been found to influence symptom development following 
traumatic exposure and provides the basis for understanding factors which may influence 
symptom severity at the end of treatment.            
Multi-Trauma Exposure and Symptom Outcomes 
      Current research is focusing on how different histories of multiple traumatic 
exposures may affect symptom severity.  Attempts to conceptualize a more inter-related 
understanding of how multiple types of exposures may influence symptom outcomes 
both before and after treatment have led to the identification of terms such as cumulative 
trauma, poly-victimization, and complex.  The term complex trauma has been utilized to 
capture a pervasive negative symptom pattern resulting from multi-trauma exposure on a 
child’s emotional, behavioral, physiological, and neurobiological functioning (Cook et 
al., 2005).  The term poly-victimization has been proffered to describe children with high 
numbers of types of traumatic exposures (Finkelhor et al., 2005a; Finkelhor, Ormrod, & 
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Turner, 2007), while the cumulative trauma has been used to describe the potential 
progressive effects of repeated trauma exposure on a child’s functioning.  Due to the high 
number of children with multi-trauma histories, researchers have attempted to clarify 
what aspects of these experiences may carry the most weight in determining emotional 
and behavioral outcomes.     
      The identification of a primary type of trauma has been studied as a predictor to 
symptom outcomes; however, research has suggested a positive correlation between the 
number of traumatic exposures and levels of emotional and behavioral symptoms (Cloitre 
et al., 2009; Crusto et al., 2010; Greeson et al., 2011; Kisiel, Fehrenbach, Small, & 
Lyons, 2009).  Finkelhor, Ormod, Turner, and Hamby (2005a) have suggested that the 
relationships between types of trauma occur at various levels, with some trauma histories 
involving multiple types of victimizations with some incidents acting as precursors to 
other types of traumatic exposure, while others placing children at high-risk of 
experiencing other types of victimizations.       
Utilizing data from the Developmental Victimization Survey (DVS), Finkelhor 
and colleagues (2005a, 2005b, 2007) examined victimization experiences of a national 
sample of American children ages 2-17 years (N = 2,030) that were interviewed by 
telephone between December 2002 and February 2003 utilizing the Juvenile 
Victimization Questionnaire (Hamby & Finkelhor, 2004, as cited in Finkelhor et al., 
2005a).  Seventy-one percent of participants were found to have experienced some form 
of victimization, with 69% of participants experiencing more than one type (Finkelhor et 
al., 2005b).  The average number of victimization exposures for the sample was three, 
with approximately one half of participants identified as victims of an assault, 1 in 12 
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experiencing a sexual assault or rape, 1 in 7 experiencing child maltreatment, one fourth 
experiencing property victimization (including robbery, vandalism, and theft), and one 
third of participants indirectly witnessing the assault or other victimization of another 
person during the previous year (Finkelhor et al., 2005a).  The average age for high (four 
or more types of traumatic exposures) poly-victimization was 13, and was more likely to 
be male (Finkelhor et al., 2007).  Poly-victimization was found to be a stronger predictor 
for symptoms, such as anger, depression, and anxiety than more individual types of 
traumatic exposure, such as homelessness, death, family conflict, or serious illness 
(Finkelhor et al., 2007).   
      The connection between multiple trauma exposures and higher levels of 
symptoms has been reinforced by other studies.  Crusto and colleagues (2010), in a 
sample of children between the ages of 3-6 drawn from a community-wide family 
violence initiative (N = 154), examined the relationship between the number of traumatic 
experiences a child had experienced, levels of parenting stress, and a child’s post-
traumatic stress symptoms.  Data were gathered from the Traumatic Events Screening 
Inventory-Parent Report Revised-Brief Version (Ghosh-Ippen, Ford, Racusin, Acker, 
Bosquet, & Rogers, 2002), the Trauma Symptom Checklist for Young Children (Briere, 
2005), and the Parenting Stress Index, Short Form (Abidin, 1995). The average number 
of potentially traumatic events experienced for the study sample was 4.9 different 
exposures, with over 48% of the sample experiencing 5 or more traumatic events (Crusto 
et al., 2010).  Path analysis results indicated significant relationships between family 
violence, other types of family-related trauma, non-family-related violence, parenting 
stress, and symptoms of post-traumatic stress disorder (Crusto et al., 2010).  Similarly, in 
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a study examining histories of trauma exposure, symptoms of post-traumatic stress, and 
emotional and behavioral outcomes for children in foster care who received treatment 
from a participating National Child Traumatic Stress Network Site, Greeson and 
colleagues (2011) found that approximately 70% of participants reported having at least 
two different types of traumatic exposures (combinations including physical abuse, 
sexual abuse, neglect, and domestic violence).  Children with multi-trauma histories were 
found to be more likely to exhibit internalizing problems (such as depression and 
anxiety), symptoms of post-traumatic stress, and to meet criteria for at least one clinical 
diagnosis, than children experiencing fewer types of traumatic exposures.  Specifically, 
logistic regression analyses indicated that children with histories of multiple trauma 
exposures were 1.6 times more likely to exhibit internalizing behavioral problems than 
children without such histories, and were 1.5 times more likely to have symptoms of 
post-traumatic stress (Greeson et al., 2011).   
      Multiple traumatic exposures have also been found to predict increased symptom 
complexity for both adults and children.  Cloitre and colleagues (2009) examined post-
traumatic stress symptoms in samples of adult women (N = 582) and male and female 
children (N = 152).  Their study found that children with histories of multiple types of 
traumatic exposures (including sexual abuse, physical abuse, neglect, witnessing of 
domestic violence, not living in home with mother, emotional abuse, and/or witnessing 
sexual or physical abuse of another) exhibited more symptom complexity (including 
symptoms of post-traumatic stress, depression, and other internalizing and externalizing 
behavior problems) compared to children without such histories (Cloitre et al., 2009). 
Further, their examination of adult females indicated that adults with multiple types of 
 12 
 
traumatic exposures in childhood (including sexual abuse, physical abuse, emotional 
abuse, neglect, and/or did not live with their mother as a child) also exhibited higher 
symptom complexity in adulthood (Cloitre et al., 2009).  While the presence of multiple 
traumatic exposures in adulthood only was not found to have a significant relationship to 
adult symptom complexity, a significant relationship was found between adult symptom 
complexity and multiple types of traumatic exposure in childhood (Cloitre et al., 2009).  
This finding reinforces the adverse developmental implications of traumatic exposure 
during childhood that do not appear to be at play for persons who experience traumatic 
exposure only in adulthood.  Kisiel and colleagues (2009) identified similar findings in 
their study of children within the Illinois child welfare system (N = 4,272).  Children with 
histories of two or more types of traumatic exposures including sexual abuse, physical 
abuse, emotional abuse, witnessing of domestic violence, and neglect, were found to 
exhibit more symptoms of post-traumatic stress and other mental health problems as 
compared to children without such histories (Kisiel, Fehrenbach, Small, & Lyons, 2009).        
      The concept of allostatic load has been suggested to be helpful in understanding 
the cumulative adverse effects of repeated trauma exposure on a child’s ability to regulate 
their emotions, cognitions, and behaviors (Sprang et al., 2009; Katz, Sprang, & Cooke, 
2012). Allostasis refers to the process of the regulatory systems within the body 
(including the brain and nervous system) working to maintain balance in response to 
stressors perceived in the environment (Danese & McEwen, 2012; Katz et al., 2012; 
Sprang et al., 2009).   Allostatic load occurs when experiences of stress over the course of 
one’s life time compromise the body’s ability to self-regulate following stressful events 
(Katz et al., 2012; Sprang et al., 2009).  Thus, conceptualizing children who have 
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experienced repeated traumatic exposure, such as on-going neglect, physical or sexual 
abuse, as having high markers for allostatic load, can help explain the development of 
complex symptom profiles for these children.  The concept of allostatic load is further 
supported by the adult outcomes research discussed previously that outlined the adverse 
consequences of childhood trauma on emotional, interpersonal and physiological adult 
outcomes (Briere et al., 2008; Cloitre et al., 2009; Edwards et al., 2003; Felitti & Anda, 
2009; Felitti et al., 1998; Limke et al., 2010). 
        Collectively, these findings identify children with histories of multiple traumatic 
exposures to be at elevated risk of developing more complex and persistent emotional, 
behavioral, and interpersonal problems, and there is evidence that repeated exposures to 
trauma can affect the body’s ability to manage stress.  The emotional, behavioral, and 
interpersonal needs of children with histories of multiple traumatic exposures present 
specific challenges for symptom reduction during treatment as these children can present 
in treatment with substantial difficulties regulating their emotions (may experience high 
levels of hyper- or hypo-arousal), difficulties with trusting and relating to others 
(including the treating clinician), high levels of avoidant behaviors (such as difficulty 
talking about thoughts and feelings), and exhibiting disruptive, inattentive, defiant, and/or 
aggressive behaviors.                          
Gender Differences and Symptom Outcomes 
      Gender has also been found to play a role in the type and severity of symptoms 
that may develop following a traumatic experience (Alisic, Jongmans, van Wesel, & 
Kleber, 2011; Maschi, Morgen, Bradley, & Hatcher, 2008; Tollin & Foa, 2003).  Past 
research has found differences in the development of post-traumatic stress symptoms 
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between males and females.  Female children appear to be at risk for developing higher 
levels of emotional distress following experiences of maltreatment, and have been found 
to display higher levels of post-traumatic stress symptoms than male children (Maschi et 
al., 2008).  Tollin and Foa (2006) conducted a meta-analysis of studies focused on 
gender-related differences in the development of symptoms of post-traumatic stress.  
Their analysis of studies including children and adults examined whether females were 
more likely than males to exhibit symptoms of PTSD, whether females or males were 
more likely to experience a traumatic event, whether males and females differed by the 
types of traumatic events experienced, and whether gender differences remained after 
controlling for type of traumatic event experienced (Tollin & Foa, 2006).  Their results 
indicated that: 1) females were twice as likely to meet criteria for PTSD than males, 2) 
adult males were significantly more likely than adult females to report a traumatic 
experience, but only for certain types of traumatic events (no significant gender 
differences were found in the child studies that examined traumatic experiences), 3) 
females reported more experiences of sexual abuse, while males more likely to report 
traumatic events that included disasters, serious injury, physical assault, and 4) the higher 
level of PTSD symptoms in female children and adults was not fully accounted for by 
higher levels of sexual abuse/sexual assault experiences for this group (Tollin & Foa, 
2006).  In a more recent meta-analysis, Alisic and colleagues (2011) also found being 
female to be a predictor of the development of long-term symptoms of PTSD.   
      Studies examining symptom outcomes for children exposed to war and terrorism 
have found significant gender differences in symptoms outcomes.  In a study examining 
gender differences in the development of symptoms of PTSD, Armour and colleagues 
 15 
 
(2011) examined gender as a moderator to PTSD symptoms within two proposed factor-
models of PTSD in a sample of high school Bosnian boys and girls (N = 1,572) two years 
following the end of the Bosnian war.  The first model was developed by King, Leskin, 
and Weathers (1998) and was based on a 17-item PTSD structure including factors of 
intrusion, avoidance, emotional numbing, and arousal.  The second model was developed 
by Simms, Watson, and Doebbeling (200 including factors of intrusion, avoidance, and 
arousal, but also examines factors related to dysphoria.  Utilizing the War Trauma 
Screening inventory (WTSI; Layne, Saltzman, Djape, & Pynoos, 1999) and the UCLA 
PTSD Reaction Index-Revised (Steinberg, Brymer, Decker, & Pynoos, 2004), results 
indicated that both of the proposed models were a good fit for males and females and that 
the subgroups for girls and boys were found to differ significantly on all structural factors 
and reinforces the hypothesis that males and female children respond differently to stress 
(Armour, et al., 2011).   
      Studies have suggested that symptom differences by gender persist throughout 
treatment.  In a study examining gender differences in symptoms of post-traumatic stress 
at baseline and end of treatment for male and female children ages 6-18 including the 
current study sample, Sprang and Craig (in review) found significant differences in the 
level of post-traumatic symptoms reported by males and females at the end of treatment.  
Results of a MANCOVA analysis examining pre- and post-test post-traumatic stress 
scale scores by dose of treatment received and child gender, found significant differences 
by gender for scores at both pre- and post-test with females exhibiting higher levels of 
post-traumatic stress symptoms at both data collection points (Sprang & Craig, in 
review).  These findings suggest that female children are at elevated risk of exhibiting 
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higher levels of post-traumatic stress symptoms compared to their male peers and that 
these differences may persist throughout treatment.  Additionally, the results suggest that 
male and female children may process trauma-related stress responses differently which 
may lead to not only higher levels of post-traumatic stress symptoms, but also to different 
types of symptom profiles.  Further clarification of gender differences in trauma-related 
emotional and behavioral symptoms during treatment can inform how existing protocols 
may be modified to address the differing treatment needs of male and female children.       
The Effect of Foster Care Placement on Symptom Outcomes  
      Children placed in foster care have also been found to be at elevated risk for 
higher levels of adverse emotional and behavioral outcomes following traumatic 
exposure.  The Children’s Bureau, a part of the United States Department of Health and 
Human Services, has identified that over 400,000 children were in foster care placement 
in the United States as of September 30, 2010, with 33% of these children staying in 
foster care for 1 to 11 months, and many (10%) remaining in foster care for 3 to 4 years 
(Children’s Bureau, 2012).   
      In an overview of the literature on mental health problems of children in foster 
care placement, Oswald, Heil, and Goldbeck, (2010) found that studies that examined 
psychopathology in foster children consistently found behavioral problems, such as 
inattention and social problems, to fall within the clinical range on screening instruments 
such as the Child Behavioral Checklist (CBCL; Achenbach, 1991).  Similarly, a study 
conducted by Leslie, Hulburt, Landsverk, Barth, and Slymen (2004) examined factors 
influencing the use of outpatient mental health services for a sub-sample of children from 
the National Survey of Child and Adolescent Well-Being (NSCAW). Their study 
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included children ages 2 -15 years (N = 462) who had been in a foster care placement for 
at least 12 months (including non-relative foster care, kinship care, and group homes).  
Results indicated that approximately half of the children (46.8%) exhibited externalizing 
and internalizing behavior problems above the clinical cut-off on the CBCL, with a little 
more than half of the sample (52.8%) receiving at least one outpatient mental health 
service while in placement (Leslie et al., 2004).   
           Children placed in foster care are more likely to have histories of multiple 
traumatic exposures.  As previously discussed, exposure to multiple traumas during 
childhood can increase allostatic load leading to compromises in the body’s ability to 
regulate stress responses (Katz et al., 2012; Sprang et al., 2009).  As children are typically 
placed in foster care following experiences of neglect or abuse (frequently chronic in 
nature), it can be argued that the majority of children in foster care placements have been 
exposed to repeated trauma-related stress.  Additionally, the placement of a child into 
foster care is disruptive to existing attachment relationships of the child, as well as to the 
child’s relationships with peers and their connection to outside supports (such as school).  
Emotional and behavioral responses connected to previously experienced trauma are 
often further exacerbated by symptoms of traumatic grief. 
      Instability in a child’s placement can also be seen as a contributor to the complex 
symptom profiles of foster children and is an important consideration in understanding 
symptom severity.  Proctor et al. (2011) utilized classification and regression tree analysis 
(CART) to examine predictors of placement stability in a sample of children between the 
ages of 6 and 8 years (N = 285) placed in foster care, with other relatives, and in adoptive 
homes.  Their findings indicated that 14% of the study sample was found to have 
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instability in their placement between 6 and 8 years of age, and that being adopted was 
the strongest predictor for placement stability in the sample (Proctor et al., 2011).  In a 
related study, Newton, Litrownik, and Landsverk (2000) examined relationships between 
changes in foster care placement and behavioral problems in a sample of 415 children 
over a period of 12 months.  Children who exhibited above clinical cutoff levels of 
behavioral problems on the CBCL (either internalizing, externalizing, or total behavior 
problem score; Achenbach, 1991) were found to be more likely to have a higher number 
of placements than children for whom above clinical cutoff disruptive behaviors were not 
endorsed (Newton et al., 2000).  Multiple changes in placement were found to increase 
behavioral disturbances even for those children who did not initially exhibit emotional or 
behavioral disturbances on the CBCL at the beginning of the study (Newton et al., 2000).  
These findings suggest that the instability inherent in changing placements needs to be 
viewed as an additional trauma exposure and as a potential contributor to allostatic load.  
A child’s perception of having some element of control over factors that affect his or her 
environment (internal versus external locus of control; Rotter, 1990) may also influence a 
child’s experience of stress.      
      Research on the long-term developmental outcomes of children in foster care 
further underscores the effect of on-going stress on child outcomes.  Lloyd and Barth 
(2011) utilized a sub-sample of 353 infants from the National Survey of Child and 
Adolescent Well-Being (NSCAW) to compare developmental outcomes for children who 
returned home, were adopted, or remained in foster care after five years.  The children 
were screened on social competence, adaptive behavior, language skills, intelligence, 
education achievement, and internalizing and externalizing behavior problems; caregiver 
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education was also taken into account (Lloyd & Barth, 2011).  Children who remained in 
foster care had the poorest developmental outcomes on study measures in all areas except 
adaptive behavior, with children who returned to their family of origin and those who 
were adopted, exhibiting more positive outcomes (Lloyd & Barth, 2011).   
      Therefore, studies suggest that being placed in foster care may be an additional 
trauma-related stress for a child.  Histories of multiple traumatic exposures, disruptions in 
care giving, peer and other support relationships, and the absence of the perception of 
control within one’s environment may combine to place children in foster care at elevated 
risk for exhibiting complex trauma-related symptoms.  These complex needs may 
complicate efforts to reduce symptom severity for these children and present specific 
challenges during treatment.  Existing research has suggested modifications to help 
address the special needs of foster children during treatment (Cohen et al., 2012), 
however, further clarification of the individual factors that may influence end of 
treatment symptom severity for these children is indicated.         
Child Age and Symptom Outcomes 
      Symptom reduction in trauma-related symptoms following trauma-informed 
evidence-based treatment has been found for both younger and older subsets of children 
(Cohen & Mannarino, 1996; Cohen & Mannarino, 1998; Cohen et al., 2006; Scheeringa 
et al., 2011).  Post-traumatic stress symptoms have been found in very young children 
(De Young, Kenardy, & Cobham, 2011; Scheeringa, Myers, Putnam, & Zeanah, 2012; 
Scheeringa, Weems, Cohen, Amaya-Jackson, & Guthrie, 2011; Scheeringa & Zeanah, 
2001; Scheeringa & Zeanah, 2008), and research has indicated that the manifestations of 
trauma-related emotional and behavioral symptoms are intertwined with the 
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neurobiological and social-relational development of the child.  Specifically, infancy and 
early childhood are a period of robust neurobiological development that is fostered by a 
secure attachment relationship between a child and his or her primary caregiver(s) 
(Bowlby, 1969; Perry et al., 1995; Siegel, 1999, Perry & Hambrick, 2008).  
Neurobiological research indicates that traumatic exposure early in life can negatively 
affect the development of brain structures that regulate emotions, memory, and 
perception (Perry et al., 1995; Schore, 1996; Siegel, 1999; Corbin, 2007).  It has been 
asserted that, due to the level of dependence that young children have on their caregivers 
for their emotional, physical, and overall care needs, disruptions that are interpersonal in 
nature can be particularly problematic for the emotional and behavioral outcomes of 
young children (Briere & Spinazzola, 2005; Levendosky, Bogat, & Martinez-Torteya, 
2013; Scheeringa & Zeanah, 2001).  Such disruptions may place children at elevated risk 
of developing long-term difficulties regulating emotional responses and forming trusting 
relationships (Spiegel, 1999; Corbin, 2007).  Therefore, the early onset of a trauma can 
place a child at elevated risk for emotional dysregulation and increasing behavior 
problems as they age.      
      Children seeking trauma-related treatment often have histories of multiple types 
of traumatic exposures (Crusto et al., 2010; Finkelhor et al., 2005a ; Greeson et al., 2011).  
Older children are at increased risk of multi-trauma exposure and may present to 
treatment with more complex symptom profiles.  The consideration of allostatic load can 
again assist in conceptualizing the development of more complex symptom profiles for 
older children (Katz et al., 2012; Sprang et al. 2009).  Existing research has found a 
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child’s age to be predictive of higher levels of internalizing symptoms, with older 
children exhibiting higher levels of symptoms (Greeson et al., 2011).   
      Thus, children experiencing repeated traumatic exposures beginning within the 
first five years of life are at increased risk for developing more complicated emotional 
and behavioral symptoms as they age.  Early trauma exposure can interfere with the 
development of key areas of the brain that assist with the regulation of emotions and 
cognitions (Corbin, 2007; De Bellis et al, 1999a; De Bellis et al., 1999b; Perry et al., 
1995; Schore, 1996; Siegel, 1999).  If a child continues to be exposed to traumatic 
experiences, there is elevated risk for adverse cumulative emotional, behavioral, 
physiological, and interpersonal outcomes (Cloitre et al, 2009; Crusto et al., 2010; 
Greeson et al., 2011; Katz et al., 2012; Sprang et al., 2009).       
Perceptions of Daily Functioning   
      Although the reduction of trauma-related symptoms has been the primary focus of 
outcome research to date, perceived changes in a child’s daily functioning are also of 
interest when assessing end of treatment outcomes.  A more qualitative understanding of 
how a child may be functioning provides additional information apart from a description 
of symptoms.   
A change in a child’s behavior is often the first signal that a child is experiencing 
distress, and assessment of how a child is managing daily stressors, getting along with 
others, and/or performing at school, can provide a richer understanding of the child’s 
daily functioning.  Assessment strategies that capture both of these domains (perceptions 
of daily functioning and the reports of discrete symptoms) can provide a fuller picture of 
a child’s overall functioning.   
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     In a review of the literature, relationships were found between the presence of 
symptoms and one’s perception of their daily functioning.  Alisic and colleagues (2008) 
found a strong negative relationship between the presence of post-traumatic stress 
symptoms and a child’s rating of his or her quality of life; children exposed to a traumatic 
event reported lower ratings of quality of life compared to children without traumatic 
exposure.  Similar results have been found in a study examining perceived quality of life 
after exposure to a traumatic death.  In a two and a half year study examining symptoms 
of post-traumatic stress, depression, and quality of life ratings for 167 children following 
the witnessed accidental death of two parents during a school drill, Song and colleagues 
(2012) found child reported depression scores on the Child Depression Inventory (CDI) 
to significantly predict caregiver ratings of lower quality of life scores.  However, child 
reported symptoms of post-traumatic stress which were not found to significantly predict 
caregiver ratings of quality of life indicating the helpfulness of considering depressive 
symptoms as separate from post-traumatic stress disorder (Song et al., 2012).            
      The influence of a caregiver’s emotional state on his or her ratings of their child’s 
functioning has also been examined.  Research has suggested that caregiver reports of 
their child’s emotions and behaviors can be influenced by levels of parenting distress 
experienced by the caregiver which may call in to question the accuracy with which 
caregiver reports represent a child’s functioning.  Kinsman and Wildman (2001) 
conducted a study examining the relationship between parent and child perceptions of 
functioning.  In their sample of mothers and their children ages 5-12 years of age (N = 
166), children and their mothers tended to report similar perceptions of functioning 
except in families where the mother identified elevated symptoms on the Beck 
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Depression Inventory (BDI; Beck, Rush, Shaw, & Emery, 1979 as cited in Kinsman & 
Wildman, 2001).  For these families, the children were found to report more positive 
perceptions of their functioning than their mothers with distressed mothers reporting 
overall more negative perceptions of functioning for their child, themselves, and their 
families (Kinsman & Wildman, 2001).  Similarly, in a study conducted with children 
ages 7-17 years of age and their caregivers following a traumatic event (N = 91), 
Valentino, Berkowitz, and Stover (2010) found that a caregiver’s own rated symptoms of 
post-traumatic stress following a traumatic event influenced their report of their 
children’s symptoms of post-traumatic stress, internalizing and externalizing behaviors.  
Their results indicated that while caregiver self-reported PTSD symptoms were not found 
to significantly predict the child’s self -report of PTSD symptoms, a caregiver’s own 
reported symptoms of PTSD were found to significantly predict his or her identification 
of post-traumatic stress and other internalizing and externalizing symptoms for the child 
(Valentino et al., 2010).          
      These findings support the inclusion of caregiver and child ratings of daily 
functioning when assessing treatment outcomes.  Due to previous findings that suggest 
that child and caregiver symptoms of distress may influence one another, further research 
clarifying this relationship is encouraged.      
Understanding the Treatment Interventions of TF-CBT and PCIT 
      Evidence-based practices have been increasingly developed, implemented, and 
researched since the early 1990’s in efforts to successfully reduce trauma-related 
symptoms in children.    Evidence-based practice has been defined as "the conscientious, 
explicit and judicious use of current best evidence in making decisions about the care of 
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the individual patient. It means integrating individual clinical expertise with the best 
available external clinical evidence from systematic research." (Sackett, Rosenberg, Muir 
Gray, Haynes, & Richardson, 1996), and its use in the area of mental health grew out of 
evidence based medicine protocols within the medical community.  Trauma-Focused 
Cognitive Behavioral Therapy (TF-CBT) and Parent-Child Interaction Therapy (PCIT) 
are two of the most widely examined evidence-based practices for traumatized children 
and are the interventions of focus for this study.  Both interventions have strong research 
support for their efficacy and effectiveness for emotional and behavioral problems 
stemming from traumatic exposure.   
Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) 
      TF-CBT is an empirically-supported psychotherapy intervention developed by 
Judith Cohen, MD, Anthony Mannarino, PhD, and Esther Deblinger, PhD to address 
symptoms of post-traumatic stress, depression, anxiety, and behavioral difficulties in 
children who have experienced trauma.  TF-CBT is a components-based psychotherapy 
model based in cognitive behavioral theory that utilizes progressive exposure to thoughts 
and feelings connected to traumatic experiences.  Psycho-education about trauma, future 
safety enhancement, and behavior management techniques, are important parts of the 
protocol and caregivers can be incorporated into the treatment process (the components 
of TF-CBT will be delineated in detail in the procedures section).  To date, there have 
been upwards of six randomized-controlled studies comparing TF-CBT to controls.  A 
review of the literature indicates strong support for the use of TF-CBT with children who 
have experienced sexual abuse, as well as other types of traumatic exposure.  TF-CBT 
has been found to lead to improvement in symptoms of PTSD (Cohen & Mannarino, 
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1996; Cohen et al.,  2004; King et al., 2000), depression (Cohen & Mannarino, 1998; 
Deblinger, Lippmann, and Steer, 1996; Cohen et al., 2004; King et al., 2000), fear (King 
et al., 2000), anxiety (Cohen & Mannarino, 1998), behavior problems (Cohen & 
Mannarino, 1996; Deblinger, et al., 1996; Cohen, et al., 2004), sexualized behavior 
problems (Cohen & Mannarino, 1996; Cohen & Mannarino, 1998), and social 
competence (Cohen &Mannarino, 1998) in children when compared with other treatment 
modalities or wait-list controls.  TF-CBT has been rated as a level-1 “well-supported, 
efficacious treatment” (p. 20) intervention for childhood sexual abuse by the Office for 
Victims of Crime’s Child Physical Abuse and Sexual Abuse: Guidelines for Treatment 
(Saunders, Berliner, & Hanson, 2004).           
      Cohen and Mannarino (1996) conducted a study comparing TF-CBT to non-
directive therapy for sexual abuse.  A sample of 69 sexually abused children ages 3-7 
years was utilized and participants were randomly assigned to either TF-CBT or a non-
directive therapy intervention (control group).  The non-directive therapy focused on 
providing a supportive environment which included using reflective listening, building 
rapport with the child and caregiver, encouraging the expression of thoughts and feelings, 
and validation of these thoughts and feelings.   Each of the children received twelve 90 
minute therapy sessions. Each session was split between the child and the caregiver.  
Study results indicated that children who received TF-CBT showed significantly greater 
improvements in emotional and behavioral symptoms than children in the control group 
(Cohen & Mannarino, 1996).  A follow-up study by Cohen and Mannarino (1997) found 
that the reduction in symptoms continued at 1 year follow-up.     
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      Deblinger, Lippmann, and Steer (1996) conducted a study utilizing a sample of 
100 children randomly assigned to one of four treatment conditions for twelve sessions: 
TF-CBT for the child only, TF-CBT for the caregiver only, TF-CBT for both the child 
and caregiver, or treatment conducted by an outside community mental health therapist 
(specific modality varied across participants assigned to this group; Deblinger et al., 
1996).  Study results found improvement in emotional and behavioral symptoms for all of 
the groups utilizing TF-CBT.  The child only TF-CBT group indicated greater 
improvements in PTSD symptoms for the child as compared to the community treatment 
group, while the parent TF-CBT groups (parent only and parent and child TF-CBT) 
resulted in the greatest improvements in the child’s depressive symptoms, behavioral 
problems, and in caregiver parenting skills (Deblinger et al., 1996).  A follow-up study 2 
years later indicated that improvements in symptoms were sustained (Deblinger, Steer, & 
Lippmann, 1999).            
      A study conducted by Cohen and Mannarino (1998) with 82 sexually abused 
children (ages 8-14) and their caregivers replicated previous study outcomes.  
Participants were randomly assigned to either 12 sessions of TF-CBT or a non-directive 
therapy.  Children and caregivers receiving TF-CBT showed a more significant reduction 
in symptoms of depression and increased social competence than the comparison group 
(Cohen & Mannarino, 1998).  A follow-up study found that symptom improvements were 
sustained at 12 month follow up (Cohen, Mannarino, & Knudson, 2005). 
      Cohen and colleagues (2004) conducted a multi-site study to examine symptom 
outcomes for sexually abused children utilizing a sample of 229 children at two different 
treatment sites.  Participants were randomly assigned to one of two treatment groups: TF-
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CBT or Child-Centered Therapy (CCT).  CCT is a client-centered approach which 
focuses on empowering the child and caregiver to determine the direction of therapy 
through the use of reflective listening, empathy, and encouragement of the expression of 
thoughts and feelings (Cohen, Deblinger, Mannarino, & Steer, 2004).  Study results 
indicated that children receiving TF-CBT experienced a greater reduction in symptoms of 
post-traumatic stress, depression, anxiety, feelings of shame, and behavioral problems as 
compared to the CCT group (Cohen et al., 2004).  The average number of different types 
of trauma exposures for the study participants was 3.6, suggesting that children with 
more complex histories of trauma benefit from the use of TF-CBT.  A follow-up to this 
study conducted by Deblinger, Mannarino, Cohen, and Steer (2006) found that the 
children treated with TF-CBT continued to experience fewer symptoms of post-traumatic 
stress at 6 and 12 month follow-up.  Intervention with TF-CBT has been found to lead to 
greater symptom reduction when compared to waitlist controls.  King and colleagues 
(2000) examined symptom outcomes for a sample of 36 children with histories of sexual 
abuse.  Children were assigned to one of three treatment groups: TF-CBT child only, TF-
CBT with child and parent, or wait list control.  Results indicated that children in both 
TF-CBT treatment groups experienced a greater reduction in symptoms of post-traumatic 
stress, depression and fear than waitlist controls (King et al., 2000). 
      Due to the cognitive focus of TF-CBT, questions have been posed as to the 
helpfulness of this intervention with very young children.  Scheeringa and colleagues 
(2011) conducted a study examining treatment outcomes for children ages 3-6 years of 
age who were exhibiting symptoms of post-traumatic stress disorder.  Participants had 
varying histories of trauma exposure, from experiences of physical abuse (“single blow” 
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trauma and “chronic repeated events”) to children who were victims of the Hurricane 
Katrina disaster (Sheeringa, Weems, Cohen, Amaya-Jackson, & Guthrie, 2011; pg. 854).  
Children (N = 64) were randomly assigned to either 12 weeks of TF-CBT or to a waitlist 
control.  Study participants in the TF-CBT group experienced a greater reduction in 
PTSD symptoms compared to waitlist controls, however, depressive and separation 
anxiety symptoms were found to improve for both groups (Sheeringa et al., 2011).   
      Studies have focused on developing, implementing, and evaluating TF-CBT 
modifications specific to other types of traumatic exposure, such as childhood traumatic 
grief (CTG).  Cohen, Mannarino , and Knudson (2004) conducted a study examining the 
efficacy of TF-CBT with children with traumatic grief utilizing a sample of 22 children 
and their caregivers.  Following 16 weeks of TF-CBT with grief-specific modifications, 
significant reductions in symptoms of childhood traumatic grief, PTSD, depression, 
anxiety, and behavior problems were found (Cohen et al., 2004).  Specifically, symptoms 
of PTSD were found to improve during the TF-CBT components, while traumatic grief 
symptoms were found to improve during both the TF-CBT and traumatic grief-specific 
components (Cohen et al., 2004).  Benefits of a briefer course of treatment for youth and 
their caregivers experiencing childhood traumatic grief have also been examined.  Cohen, 
Mannarino, and Staron (2006) conducted a study with 39 children 6 to 17 years of age 
with symptoms of childhood traumatic grief.  The course of treatment was reduced from 
16 to 12 weeks, and utilized the same TF-CBT modifications for grief symptoms put 
forth in the Cohen et al. (2004) study.   Similar to the previous study, children reported 
improvements in symptoms of post-traumatic stress, childhood traumatic grief, 
depression, and anxiety (Cohen, Mannarino, and Staron, 2006).  Caregivers also reported 
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improvement in their child’s symptoms of post-traumatic stress and behavioral problems, 
as well as their own symptoms of post-traumatic stress connected to their child’s trauma 
(Cohen, Mannarino, & Staron, 2006).  As in the previous study, PTSD symptoms only 
significantly improved during TF-CBT, while symptoms of traumatic grief significantly 
improved in both the TF-CBT and childhood traumatic grief-specific components 
(Cohen, Mannarino, & Staron, 2006).            
      Modifications of TF-CBT protocols have also been developed to address the 
needs of children with histories of multiple types of traumatic exposures (Cohen, 
Mannarino, & Murray, 2011) and for children who are experiencing on-going traumas 
(Cohen, Mannarino, Kliethermes, & Murray, 2012).  Modifications for children with 
more complex trauma include increasing the focus on coping and safety skills, utilizing 
exposure more gradually, and including traumatic grief work as indicated (Cohen et al., 
2012).  For children experiencing on-going traumas, a focus on building safety skills 
early in treatment is recommended, along with increasing engagement with caregivers 
who are also experiencing on-going trauma, addressing cognitive distortions connected to 
on-going traumas, and helping the child increase his or her awareness of the differences 
between current danger and triggers to past trauma (Cohen et al., 2011).   
Parent-Child Interaction Therapy (PCIT) 
      PCIT is an empirically-supported therapy intervention that was developed by 
Shelia Eyberg to address disruptive behavior problems in pre- and school-aged children.  
Based in social learning and attachment theories, PCIT addresses the quality of the 
relationship between a child and their caregiver through assisting the caregiver with the 
development of interpersonal and behavior management skills (Bell & Eyberg, 2001; 
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Eisenstadt, Eyberg, McNeil, Newcomb, & Funderburke, 1993; Eyberg et al., 2001; 
Eyberg & Matarazzo, 1980; McNeil & Hembree-Kigin, 2010).  Research has found that 
PCIT is successful at decreasing behavioral problems at home (Eyberg & Robinson, 
1982; McNeil, Capage, Bahl, & Blanc, 1999; Schuhmann, Foote, Eyberg, Boggs, & 
Algina, 1998), at school (McNeil, Eyberg, Eisenstadt, Newcomb, & Funderburke, 1991), 
and for specialized populations, such as children with intellectual disabilities (Bagner & 
Eyberg, 2007), children with separation anxiety disorder (Choate, Pincus, Eyberg, & 
Barlow, 2005), separation anxiety disorder symptoms with co-occurring oppositional 
behaviors (Chase & Eyberg, 2008), and for children with histories of maltreatment 
(Borrego, Gutow, Reicher, & Barker, 2008; Borrego, Timmer, Urquiza, & Follette, 2004; 
Borrego, Urquiza, Rasmussen, & Zebell, 1999; Chaffin et al., 2004; Timmer, Urquiza, 
Zebell, & McGrath, 2005; Timmer, Ware, Urquiza, & Zebell, 2010).  Benefits of PCIT 
have been found to generalize to the siblings of the child receiving PCIT (Brestan, 
Eyberg, Boggs, & Algina, 1997).     
      An early study by Eyberg and Robinson (1982) examined treatment effects 
following PCIT for seven children (between the ages of two and seven) and their families 
referred for treatment due to disruptive behavior problems.  Comparison of pre- and post-
test scores on psychometric measures indicated significant improvement in levels of 
reported home behavior problems, in positive attitudes toward the child by the parent(s), 
and in maternal adjustment within the parenting role (Eyberg & Robinson, 1982).  
Schuhmann and colleagues (1998) conducted a randomized study with 64 preschool age 
children with disruptive behavior problems and their caregivers to examine the 
effectiveness of PCIT on decreasing behavioral problems and parental stress.  Children 
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and their caregivers were randomly assigned to either PCIT or a wait list control.  
Caregivers in the PCIT group were found to have more positive interactions with their 
children, were more effective in gaining compliance from their child, and reported 
reduced parenting stress (Schuhmann, Foote, Eyberg, Boggs, & Algina, 1998).  These 
results were replicated in a study by McNeil and colleagues (1999) that examined 
disruptive behavior outcomes for 32 young children between the ages of two and eight 
years of age and their families after receiving either PCIT or being placed into a waitlist 
group.  While assessment of the two groups at baseline found no significant differences 
between the groups on gender, age, race characteristics, or by levels of behavioral 
symptoms and parental stress, the group receiving PCIT displayed a significant 
improvement in behavioral symptoms at three month reassessment as compared to the 
wait-list group (McNeil, Capage, Bahl, & Blanc, 1999).   
      The benefits of PCIT have been found to remain stable over time. Eyberg and 
colleagues (2001) examined whether treatment outcomes were sustained at one and two 
year follow-up for 20 families of children ages 3-6 years who participated in a previous 
effectiveness of treatment phase study (see: Eisenstadt, Eyberg, McNeil, Newcomb, & 
Funderburk, 1993).  Reports of child behavior problems and levels of parenting stress 
were found to be consistent with end of treatment levels and continued to demonstrate 
statistically significant improvement from original baseline scores (Eyberg, Funderburk, 
Hembree-Kigin, McNeil, Querido, & Hood, 2001).  Hood and Eyberg (2003) conducted 
an effectiveness study examining whether improvements were sustained following PCIT 
3-6 years post-treatment (see Schuhmann, Foote, Eyberg, Boggs, & Algina, 1998 or 
 32 
 
original study).  A follow-up with approximately half of the families indicated that 
behavioral improvement was sustained at follow up (Hood & Eyberg, 2003).   
      PCIT has been found to reduce behavioral problems and to increase positive 
interactions between the child and caregiver for children with histories of maltreatment.  
PCIT has earned a scientific level 1 rating as an intervention “well supported by 
research” for disruptive behavior treatment for children and adolescents and parenting 
training (The California Evidence-Based Clearinghouse for Child Welfare, 2013).  PCIT 
has also been rated a level 3 “supported and acceptable treatment” (p. 20) intervention for 
childhood physical abuse by the Office for Victims of Crime’s Child Physical Abuse and 
Sexual Abuse: Guidelines for Treatment (Saunders, Berliner, & Hanson, 2004).  Due to 
the high occurrence of externalizing behaviors in children who have been physically 
abused (Eckenrode, Laird, & Doris, 1993) and the high incidence of physical abuse to 
young children (Children’s Bureau, 2010), PCIT is increasingly an intervention of choice.     
      Borrego, Urquiza, Rasmussen, and Zebell (1999) conducted a case study 
examining the effectiveness of PCIT with a 3-year-old child and mother at high risk for 
abusive behavior.  Post-treatment assessments indicated improvement in the child’s 
behavior problems, a reduction in parental stress, and an increase in positive interactions 
between the child and caregiver (Borrego et al., 1999).  In an effort to distinguish how 
abusive versus non-abusive parenting interactions develop, Borreg Timmer, Urquiza, and 
Follette (2004) conducted a study with 30 abusive and non-abusive parent-child dyads to 
examine differences in parental responses following compliant and non-compliant 
behaviors by the child.  Results indicated that parents with histories of being physically 
abusive were more likely to respond negatively (i.e. yelling, making a critical statement) 
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to their child’s noncompliance and the noncompliant behaviors were more likely to 
follow negative parental responses.  However, no differences were found in praising 
behaviors by the mothers between the two groups (Borrego et al., 2004).  The results 
suggest the importance of addressing the relational dynamics between these parents and 
their children.         
     Chaffin and colleagues (2004) completed a study with 110 physically abusive 
parent-child dyads examining the effectiveness of PCIT at decreasing the re-occurrence 
of physical abuse reports over a four year period.  Study participants were randomly 
assigned to one of three treatment groups for 6 months: PCIT, PCIT with individualized 
services (i.e. also targeted issues such as substance abuse issues or parental depression), 
and a standard community parenting group.  Results indicated that the two PCIT groups 
were more successful at decreasing future physical abuse reports than the community 
parenting group (Chaffin et al., 2004).   Although the differences between the two PCIT 
groups were not statistically different, researchers noted that the PCIT group without the 
individualized services was most successful at decreasing future physical abuse reports 
(Chaffin et al., 2004).   
      Timmer, Urquiza, Zebell, and McGrath (2005) conducted a study focused on 
examining the effectiveness of PCIT on reducing behavior problems in children with 
varying maltreatment histories.  Utilizing a sample of 136 parent-child dyads of which 91 
of the dyads had a history of maltreatment (including physical or sexual abuse or 
neglect), pre- and post- treatment symptom change was examined using the CBCL and 
the Eyberg Child Behavior Inventory (ECBI) (Eyberg & Robinson, 1983).  Results 
indicated significant treatment effects from pre- to post treatment behavior ratings 
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(Timmer et al., 2005).  On the ECBI, no variation in treatment effects were found 
between the maltreated and non-maltreated groups, however, a variation in effects was 
found between the two groups on the CBCL.  Parents of the maltreated children were 
found to identify fewer problems for their child on pre-treatment measures as compared 
to the non-maltreated group; however, both groups similarly rated their child’s problems 
at post- treatment.   Thus, children with histories of maltreatment had lower overall rates 
of reductions in symptoms from the beginning to end of treatment (Timmer et al., 2005).      
      Borrego, Gutow, Reicher, and Barker (2008) have proposed that the structure and 
content of PCIT is appropriate to target the impaired emotional and parental functioning 
of caregivers with histories of domestic violence, as well as the behavioral disruption 
common to children who have witnessed such violence (Borrego et al., 2008).  Timmer, 
Ware, Urquiza, and Zebell (2010) designed a study to examine the effectiveness of PCIT 
for children exposed to inter-parental violence.  The sample consisted of 129 children 
ages two to seven years of age and their mothers who received PCIT.  Sixty-seven (52%) 
of these dyads had histories of inter-parental violence, with these children also being 
more likely to have been physically abused than the children in the comparison group 
(Timmer etal., 2010).  Significant reductions in behavioral problems for both treatment 
groups were found with no differences found for the effect sizes between the groups 
(Timmer et al., 2010).   
     Due to the high incidence of disruptive behaviors exhibited by children in foster 
care (Oswald, et al., 2010), researchers have examined how PCIT may benefit children 
and their foster caregivers.  McNeil and colleagues (2005) conducted a study with 30 
children ranging from 2-8 years of age and their foster parent(s) who were provided an 
 35 
 
intensive two-day PCIT workshop to decrease behavioral problems within the home.  
One month after the completion of treatment, foster caregiver ratings of their child’s 
behaviors on the Eyberg Child Behavior Inventory (ECBI) (Eyberg & Pincus, 2000) 
indicated a  significant reduction in the number of problematic behaviors exhibited by the 
child and in the intensity of these behaviors (McNeil, Herschell, Gurwitch, & Clemens-
Mowrer, 2005).  At treatment completion, foster parents rated high levels of satisfaction 
with PCIT on the Foster Parent Training Satisfaction Survey (FPTSS) (M = 47.04, range 
= 41-50), and 80% of the foster parents reported using the skills learned during PCIT 
“most”” or “all of the time” one month after the completion of the workshop (McNeil, et 
al., 2005).  To further examine how PCIT can be applied to child-foster caregiver dyads, 
Timmer and colleagues (2006) conducted a single-case study of a 4 year old child and his 
foster-adopt mother.  The child had a complex history of maltreatment and exhibited 
disruptive and aggressive behaviors.  The child and caregiver received 36 PCIT sessions 
in the clinic with adjunctive in-home supports beginning after 6 sessions to support the 
use of PCIT skills in the home.  Results at the end of treatment indicated significant 
decreases in both the child’s disruptive behavior and in levels of caregiver stress.       
      Research suggests that a child’s trauma-related emotional and behavioral 
symptoms may be influenced by multi-trauma exposure, the child’s gender, placement 
stability, and the age of the child at the start of treatment.  While systematic reviews of 
studies examining symptom outcomes following various treatment interventions and the 
use of separate treatment components have found symptom outcomes to be overall  
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inconsistent, research examining symptom outcomes following TF-CBT and PCIT is 
robust and indicates consistent evidence of symptom improvement.   
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Chapter 3 
Theoretical Conceptualizations:  
A Unified Developmental Theory and a Developmental Traumatology Model  
      This project utilized the guiding frameworks of Sameroff ‘s (2010) Unified 
Developmental Theory and the Developmental Traumatology Model proposed by De 
Bellis and colleagues (De Bellis et al., 1999a; De Bellis et al., 1999b; De Bellis, 2001; De 
Bellis, 2005) to conceptualize the development of trauma-related symptoms in very 
young and school-aged children.  In the following section, the basic tenets of each 
framework are discussed, followed by an application of the theories to symptom severity 
following traumatic exposure.     
Unified Developmental Theory 
      Utilizing nature versus nurture as an organizing construct, Sameroff  (2010) 
proposes a translational, dialectic model that attempts to integrate four conceptual models 
(personal, contextual, regulatory, representational) into a unifying theory that explains 
how change occurs over one’s life time.  Sameroff (2010) has posited that although each 
of the individual models explains a piece of the nature/nurture developmental argument, 
there is still much variance in how best to promote positive long term emotional and 
behavioral outcomes for children.  His proposed unified developmental theory aims to 
capture the transactional and contextual nature of child development.  In order to better 
understand the underpinnings of the unified developmental model, the four components 
of the theory are reviewed. 
      A personal change model.  A personal model of change delineates the process 
through which children gain or acquire necessary skills or competencies across the life 
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cycle.  Building from Heinz Werner’s orthogenetic principle proposed in the 1950s, 
Sameroff describes his conceptualization of a “developmental helix” that graphically 
portrays the cyclical and intertwined pattern of child development (Sameroff, 2010; p. 9).  
Specifically, this helix proposes that developmental stages or phases “mutually 
constitute” one another in that developmental issues (such as the developmental of 
interpersonal relationships) are revisited again and again by the child (Sameroff, 2010; p. 
9).  Child development is viewed as being cumulative and fluid, and biological 
development is intertwined with how a caregiver may interact with his or her child, 
which is nested within the social circumstances of the child, the family, and the 
prevailing cultural and social norms.  Using a personal change model as a lens through 
which to understand the developmental consequences of domestic violence and neglect, 
the following example is offered: A mother is experiencing on-going domestic violence 
within the home and is unable to provide for the basic emotional needs of her 3-year-old 
child.  Due to her own symptoms of post-traumatic stress and depression, the mother 
responds with a pervasive pattern of inconsistent responses to her child’s emotional 
needs.  The mother’s difficulties attuning to her child may disrupt the development of a 
secure attachment relationship between the mother and her child and may lead to the 
formation of an anxious, avoidant, or disorganized attachment style for the child.  
Disruption of the development of healthy attachment relationships between the child and 
his or her caregivers can interfere with the development of critical brain structures that 
help to regulate emotions and cognitions, placing the child at risk of attachment problems 
in future relationships.     
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      A contextual model.  Building on Urie Bronfenbrenner’s ecological theory that 
proposes that all systems surrounding a child (micro-, meso-, exo-, macro-, and chrono- 
systems) overlap around the child to affect the child’s development, Sameroff (2010) 
argues that the context in which a child lives influences a child’s biological and 
emotional development.  The social relationships of the child (including relationships 
with caregivers, daycare, school, and peers) interrelate with the resources the child, 
family, and community are able to access (resources such as financial, social, medical, 
and mental health), which in turn overlaps with political and social norms that overlay the 
whole of the child’s environment.  Sameroff has suggested that “promotive” factors exist 
that assist children through the course of healthy development, and that the absence of 
these factors increase the risk that there will be interruptions or negative effects in a 
child’s developmental progress (Sameroff, 2010; p. 14).  Utilizing the example 
referenced above, the effects of domestic violence and neglect on a child can be 
understood through a contextual model.  The child is exposed to interpersonal violence 
within in the home, his or her mother’s own trauma-related mental health issues, and the 
mother’s inability to properly care for her child.  The continuation of the violence in the 
home may be indirectly influenced by factors, such as a lack of available employment or 
by limited access to physical or mental health care.  Both the mother and her child are 
affected by the availability of financial or supportive resources for the family, the safety 
of the neighborhood in which they reside, and the proximity to daycare, school, and/or 
grocery stores.  Thus the family violence occurs within the context of the overlapping 
systems in which the family functions.  The availability or paucity of supportive systems 
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can serve to either protect the child or place him or her at elevated risk for adverse 
outcomes.         
      A regulation model.  Regulation models view the child as being an active 
participant in their experiences and this participation facilitates change over the life cycle.   
Sameroff suggests that there is a transactional nature in regulation; children can regulate 
their responses to their environment, but other persons or environmental circumstances 
surrounding the child also serve to regulate a child’s emotional or behavioral response 
(Sameroff & Chandler, 1975, as cited in Sameroff, 2010; Sameroff, & Fiese, 2000 as 
cited in Sameroff, 2010; Sameroff, 2010).  Utilizing the example from above, the 3-year 
old child is developing the capacity to begin to manage his or her own emotional states 
within her environment.  The child is learning how to generate responses to his or her 
needs from others, as well as how to begin to sooth him or herself when feeling 
distressed.  Care giving style and levels of safety and stability within the home serve to 
modulate the child’s responses within the environment.  The presence of instability and 
violence in the home can directly contribute to a child becoming emotionally 
dysregulated leading to disorganized patterns of emotional distress and behavioral 
problems.      
      A representational model.  A representational model proposes that change 
occurs due to a person’s perceptions of him or herself, the perceptions of others, and 
perceptions of his or her own experiences.  These perceptions create the person’s working 
model of their world through which all future experiences are filtered (Bowlby, 1969).  
Representations of one’s world and life experience are also influenced through the 
expectations that a person might hold for themselves or due to the expectations of others 
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(Seifer, Sameroff, Barrett, & Krafchuk, 1994 as cited in Sameroff, 2010).  Therefore, the 
responses of caregivers around a child serve to shape the child’s perception of 
consistency, safety, and security in their world.  A child who is exposed to regular 
fighting within the home may develop a working model that is defined by fear and the 
belief that they are not safe.   
      In summary, a unified developmental theory draws collectively from all of the 
above stated models to form a transactional, dialectic theory that views child 
development as having a series of interconnected parts.  Developmental change is viewed 
as resulting from an interchange between the biological, environmental, regulatory, and 
representational aspects of a child’s life experience, with biology and environment 
creating a basis for a child’s neurological, physical, and emotional development, upon 
which regulatory factors then influence the child’s interpretations of their life experiences 
(Sameroff, 2010).    
A Developmental Traumatology Perspective 
      Building on the Sameroff’s unified developmental theory, a developmental 
traumatology model (De Bellis et al., 1999a, 1999b; De Bellis, 2001; De Bellis, 2005) 
was also utilized to conceptualize how the specific experiences of maltreatment and other 
trauma can interfere with neurobiological development resulting in the manifestation of 
post-traumatic stress symptoms and other symptoms of emotional and behavioral 
dysregulation.  This model integrates the interplay between developmental 
psychopathology, developmental neuroscience, and research on stress with trauma 
responses (De Bellis, 2005), and assists in explaining how these factors contribute to both 
the development and resolution of emotional and behavioral symptoms following trauma.      
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      As delineated by De Bellis (2001, 2005), this model assumes that:  1) experiences 
of maltreatment may bring on feelings of anxiety and distress for the child, 2) 
maltreatment is believed to be interpersonal in nature and may lead to dysfunctional 
attachment relationships between the child and caregiver(s), 3) maltreatment experienced 
as a child has the propensity to be more detrimental than maltreatment experienced only 
in adulthood and can lead to chronic mental health issues, such as chronic PTSD and 
mood disorders, and 4) maltreatment is viewed as a long-standing or chronic stressor and 
can directly affect the development of brain structures that regulate biological stress 
responses, including the regulation of emotions, memory, and perception.     
Mechanisms of Change: Understanding Symptom Severity  
at the Beginning and End of Treatment 
      Sameroff’s Unified Developmental theory (2010) provides a basis for 
understanding the transactional relationships between a child and their environment that 
may affect the development of trauma-related symptoms.  As delineated above, when a 
child experiences a traumatic event, the event occurs within the context of the child’s 
psychosocial and neurobiological development.  Depending on the intensity of the 
traumatic event and the child’s age at time of occurrence, the traumatic exposure can 
interrupt the child’s progression through the developmental continuum, potentially 
interfering with the critical acquisition of skills specific to a development phase.  The 
systems which make up a child’s world also influence the development of symptoms 
following a traumatic event.  The inter-related systems surrounding a child, such as 
home, neighborhood, school, and the financial and other resources available to the 
family, provide a broader context within which the child is functioning and underlie a 
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child’s emotional development.  The stability of home life of the child, the extent to 
which there are supportive and nurturing adults caring for the child, and the ability of the 
caregivers to provide the child with a feeling of safety and security following a traumatic 
event, can serve to either “protect” the child or place the child at risk for developing 
adverse emotional and behavioral symptoms.  The development of trauma-related 
emotional and behavioral symptoms is also influenced by the child’s ability to regulate 
her/his responses and by how the adults around the child respond to stress.  This is 
especially true for young children who learn to regulate themselves through attachment 
relationships with their caregivers and the process of attunement (Bowlby, 1969).  
Further, if feelings of anxiety and fear are sustained, the child may internalize these 
feelings of fear and anxiety as a true representation of their world, thus incorporating 
these beliefs into their working model.     
      The Developmental Traumatology model developed by DeBellis and colleagues 
(1999a, 1999b) can be nested within Sameroff’s Unified Developmental theory and 
provides a framework for understanding the potential negative ramifications of early 
trauma exposure on the neurobiological development of young children.  An exposure to 
a traumatic event can lead to feelings of acute distress for the child, including feelings of 
fear and anxiety.  The traumatic event, especially when the event involves a form of 
maltreatment, can lead to disruption in the security of the attachment relationship 
between the child and his/her caregiver.  This disruption in attachment stability can lead 
to anxious, avoidant, or disorganized attachment, and can contribute to the development 
of emotional dysregulation for the child.  Further, traumatic exposures can interrupt 
critical points of neurological development contributing to heightened stress responses 
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and interruptions in the development of brain structures that regulate emotions and the 
development of memory (Corbin, 2007; De Bellis, 2001, 2005; Perry et al., 1995; Schore, 
1996; Siegel, 1999).      
      Treatment can serve as a “promotive” factor (Sameroff, 2010; p. 14) when 
conceptualized within these two frameworks.  Treatment can address the developmental 
concerns for the child by providing the caregiver with psycho-education about the child’s 
developmental needs and the potential effects of trauma exposure on neurobiological, 
emotional, behavioral, and interpersonal development.  Children and their caregivers can 
be helped to develop skills to help regulate their thoughts and emotions.  Treatment can 
guide caregivers in developing more consistent and stable caregiving practices that 
encourage healthy attachment and have the propensity to change a child’s perception (and 
a caregiver’s view) of the world around them.  Additionally, treatment can help connect 
families to needed outside resources, thus assisting to help bolster outside supports.   
      The purpose of this study was to contribute to the existing literature on childhood 
trauma treatment by examining factors that may influence symptom severity for children 
ages 2-12 years following intervention with the trauma-informed evidence-based 
treatment interventions of either Trauma-Focused Cognitive Behavioral Therapy (TF-
CBT) or Parent-Child Interaction Therapy (PCIT).  Additionally, this study aimed to 
clarify how child and caregiver perceptions of daily functioning may change from the 
beginning to the end of treatment, and how the perception of daily functioning may 
correlate with empirical ratings of symptoms.           
Hypotheses 
The following hypotheses are postulated: 
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1) Children with higher numbers of different types of trauma exposures at baseline will 
exhibit higher levels of symptoms at the end of treatment compared to children with 
fewer numbers of different trauma exposures regardless of treatment type. 
2) Female children will exhibit higher levels of symptoms at the end of treatment 
compared to male children regardless of treatment type. 
3) Children in foster care will exhibit higher levels of symptoms at the end of treatment 
compared to children residing with biological, adoptive, or other relative caregivers 
regardless of treatment type. 
4) Older children will exhibit higher levels of symptoms at the end of treatment 
compared to younger children regardless of treatment type.    
5) Children will experience a greater reduction in internalizing symptoms at the end of 
TF-CBT treatment compared to externalizing symptoms at the end of treatment 
regardless of gender.    
6) Children receiving PCIT will experience a greater reduction in externalizing 
symptoms compared to internalizing symptoms at the end of treatment.   
7) Children and their caregivers will report improved daily functioning at the end of 
treatment regardless of treatment condition.  
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Chapter 4  
Methodology 
Sample 
      This study utilized data gathered from 134 children between the ages of 2-
12 years who were receiving treatment for traumatic stress from the University of 
Kentucky Child and Adolescent Trauma Treatment and Training Institute 
(CATTTI) and its affiliates.  Secondary data were drawn from a clinical database 
of children who received services between the fall of 2007 and winter of 2012 
(Grant # 1U79SM058230-01, Sprang -PI).  Male and female children age 12 years 
and under who had experienced at least one traumatic event were included in the 
study.  All study participants received one of two empirically-based interventions 
of either Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) or Parent-
Child Interaction Therapy (PCIT).  In some circumstances, children received both 
interventions (one following the other).  When this occurred, data was drawn from 
the first intervention utilized, prior to the start of the second treatment 
intervention.  All study participants either fully completed all components of the 
specific treatment modality or were judged by the therapist to have received at 
least an adequate dose of treatment.  An adequate dose of treatment was defined 
as a caregiver obtaining mastery of the Child-Directed Intervention component of 
PCIT or the child participation in the Cognitive Processing 1 phase of TF-CBT.  
Past research has postulated that some therapeutic benefit may be obtained even if 
a child drops out prior to full completion of treatment (Lyon & Budd, 2010).  End 
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of treatment completion status was determined by the treating clinician and was 
coded as fully completed, adequate dose, or early dropout.     
     Participants resided in 29 counties across Kentucky, and were referred due to 
symptoms of post-traumatic stress disorder, anxiety, depression, and/or behavioral 
problems following at least one traumatic exposure.  Traumatic experiences included 
sexual abuse/rape, physical abuse, and emotional abuse, neglect, extreme interpersonal 
violence, being exposed to an impaired caregiver, witnessing of domestic violence, 
traumatic grief, and experiencing acts of terrorism.   
      Out of the sample of 134 children, a little over half were male (56%), and 
the average age was 8 years (M = 7.68, SD = 2.473).  Thirty-one percent (n = 42) 
of children were in the care of biological or adoptive parents, 19% (n = 25) were 
cared for by other relatives, 49% (n = 66) were in the custody of the State (8 cases 
were in residential treatment 58 were placed in foster care), and 1% (n = 1) was 
placed in the care of a family friend.  Seventy-two percent (n = 97) of the sample 
received TF-CBT, with 28% (n = 37) receiving PCIT.  Sixty-six percent (n = 89) 
of the sample fully completed treatment, while 34% (n = 45) were judged to have 
received an adequate dose of treatment before discontinuing services.  Table 1 
displays descriptive statistics for the sample. 
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Table 1  
Descriptive Statistics at Baseline Assessment (N = 134) 
Variable                %          n                       M             SD        Range    
_____________________________________________________________________ 
Child Gender:       
Male               56%       (75) 
 Female              44%       (59) 
 
Age of Child at Start of Treatment              (134)                7.68          2.47        2 - 12
                                                                                                         
Race/Ethnicity 
 Caucasian   79%     (106) 
 African American  10%      (14) 
 Hispanic/Latino  1%         (1) 
 Multi-racial   8%        (10) 
 Other    2%         (2) 
 
Placement Status 
 Biological/Adoptive  31%       (42) 
 Other Relative Placement 19%       (25) 
 State Custody    49%       (66) 
 Other     1%          (1) 
 
Type of Treatment Received 
 TF-CBT   72%       (97) 
 PCIT    28%       (37) 
 
Average age of Child per Treatment Type 
             TF-CBT                                                                       8.24          2.19        3 - 12 
             PCIT                                                                            6.22          2.61        2 - 12 
 
Dose of Treatment Received 
 Full Completion  66%       (89) 
 Adequate Dose  34%       (45) 
 
Number of Different Types of  
Trauma Exposures                                           (133)                 4.74        2.28       1 – 12 
 
Age at Time of First Trauma                           (124)                 1.47        2.68        0 - 9   
 
Daily Functioning Scores  
            Baseline                                                  (83)                16.42       4.06       7 - 25 
            Termination                                            (83)                19.88       3.77       9 – 30 
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Table 1 (continued) 
Descriptive Statistics at Baseline Assessment (N = 134) 
Variable                %          n                       M             SD        Range    
_____________________________________________________________________  
Child Gender:       
Male               56%       (75) 
 Female              44%       (59) 
 
Age of Child at Start of Treatment              (134)                7.68          2.47        2 - 12
                                                                                                         
Race/Ethnicity 
 Caucasian   79%      (106) 
 African American  10%      (14) 
 Hispanic/Latino  1%         (1) 
 Multi-racial   8%        (10) 
 Other    2%         (2) 
 
Placement Status 
 Biological/Adoptive  31%       (42) 
 Other Relative Placement 19%       (25) 
 State Custody    49%       (66) 
 Other     1%          (1) 
 
Type of Treatment Received 
 TF-CBT   72%       (97) 
 PCIT    28%       (37) 
 
Average age of Child per Treatment Type 
             TF-CBT                                                                       8.24          2.19        3 - 12 
             PCIT                                                                            6.22          2.61        2 - 12 
 
Dose of Treatment Received 
 Full Completion  66%       (89) 
 Adequate Dose  34%       (45) 
 
Number of Different Types of  
Trauma Exposures                                            (133)                 4.74        2.28       1 – 12 
 
Age at Time of First Trauma                            (124)                 1.47        2.68        0 - 9   
 
Daily Functioning Scores  
            Baseline                                                  (83)                16.42       4.06       7 - 25 
            Termination                                            (83)                19.88       3.77       9 – 30 
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Procedures 
      Children were referred for services by individual families and community 
agencies, such as CATTTI receives referrals from families and community 
agencies, such as the Cabinet for Families and Children.  There are no fees for 
service charged by CATTTI, and Medicaid is the primary payer source for the 
community mental health centers.  Children involved in treatment across all sites 
lived with biological, adoptive or foster parents, grandparents, or other adult 
relatives.    
      Treatment was provided by 12 clinicians employed at the research clinic 
site and nine clinical associates participating from rural community mental health 
clinics across the state.  Professional credentialing included 10 licensed clinical 
social workers, four psychiatry residents, one licensed psychologist, four doctoral 
psychology interns, one licensed professional counselor, and one psychiatric 
nurse.  All clinicians were trained in both TF-CBT and PCIT by approved or 
certified trainers.  Training in assessment, case conceptualization within a trauma- 
focused framework, and instruction as to how to utilize psychometrics during 
treatment was also provided.  All clinicians received a minimum of six training 
sessions with on-going consultation and monitoring to help assure fidelity.   
      Upon referral for treatment, a trained clinician assessed all children for 
appropriateness of services.  Assessments included in-depth interviews with the child and 
caregivers, a trauma history evaluation, and the completion of a battery of psychometric 
measures documenting symptoms of post-traumatic stress, depression, anxiety, 
behavioral problems, level of family functioning, and parenting stress.  Meeting the 
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criteria for PTSD was not a requirement to receive treatment; rather children were 
accepted into treatment if there was an indication in the assessment that the child was 
suffering from a traumatic stress condition.  A traumatic stress condition was defined as 
an elevation in emotional and behavioral symptoms following a traumatic exposure 
including symptoms of depression, anxiety, post-traumatic stress, and/or behavioral 
problems at home, school, or in other settings.  Following the completion of the 
assessment process, children were assigned to receive either TF-CBT or PCIT based on 
the assessment profile.  In a case where a more appropriate treatment modality was 
identified that was not available, referrals were made to outside providers.   
      Protocol fidelity. 
      Both TF-CBT and PCIT have manualized treatment protocols which outline the 
individual components of the treatment and provide specific intervention guidelines for 
skill attainment in each phase (Treating Trauma and Traumatic Grief in Children and 
Adolescents by Judith Cohen, Anthony Mannarino, & Ester Deblinger, 2006; Parent 
Child Interaction Therapy Protocol by Sheila Eyberg and Beverly Funderburk, PCIT 
International, 2011).  Treatment fidelity is monitored through the use of on-going 
consultation either face-to-face or by phone, treatment teams meetings, videotaping of 
sessions, and the use of fidelity metric forms.  The metric forms break down each 
component of treatment and assist clinicians with maintaining fidelity to the manualized 
protocols.  The metrics are used during face-to-face and phone consultation, videotaping 
of sessions, and live observation of sessions to guide treatment fidelity.  Fidelity 
adherence is monitored by an approved or certified TF-CBT or PCIT trainer.   
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Treatment Interventions 
      The implementation of PCIT. 
      As discussed in detail previously, Parent-Child Interaction Therapy (PCIT) is an 
empirically supported treatment for children between the ages of 2 -12 years.   PCIT has 
demonstrated efficacy at decreasing child behavior problems by focusing on building 
parenting skills and increasing nurturing behaviors which strengthen the healthy 
attachment between the child and his or her caregiver.  The components of PCIT include 
a Child-Directed Intervention (CDI) and a Parent-Directed Intervention (PDI).  PCIT is 
mastery-based, thus progression to the next phase of treatment does not occur until the 
caregiver attains minimal mastery of the prescribed skills in the current phase (McNeil & 
Menree-Kigin, 2010).  The acquisition of skills is evaluated every session with a standard 
rating instrument called the Dyadic Parent-Child Interaction Coding System-III (DPICS-
III; Eyberg, Nelson, Duke, & Boggs, 2005).  PCIT begins with a pre-treatment 
assessment which includes the gathering of psychosocial history, observing the child and 
caregiver together, and gathering psychometric data on both the child and their caregiver.   
PCIT is typically completed in 12-20 sessions.  The components of PCIT are delineated 
below:   
 Child-Directed Intervention (CDI).  The goal of the CDI component of PCIT is 
for the caregiver to improve the quality of his or her relationship with the child 
through the obtainment of minimal mastery of the PCIT PRIDE skills during play 
interactions with their child.  The PRIDE skills teach the caregiver to: Praise 
appropriate behavior, Reflect appropriate talk, Imitate appropriate play, Describe 
appropriate behavior, and show Enthusiasm during play (McNeil & Hembree-
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Kigin, 2010).  This component begins with the caregiver meeting individually 
with the therapist to learn the PRIDE skills, including labeled praise, reflection, 
behavioral description, neutral talk, and the use of direct commands (McNeil & 
Hembree-Kigin, 2010).  Joint sessions then begin with the child and caregiver.  
The child and caregiver are placed in a therapy room that is equipped with a table, 
two chairs, and specially selected toys.  The therapist observes the child-caregiver 
interactions from behind a two-way mirror and communicates prompts and praise 
to the caregiver through an ear piece.  During this component, the child directs the 
play and healthy attachment is fostered through the caregiver-child interaction and 
the caregiver’s use of the PCIT parenting skills (McNeil & Hembree-Kigin, 
2010).   
 Parent-Directed Intervention (PDI).  The goal of the PDI component of PCIT is 
to increase the child’s compliance to their caregiver’s directives through the 
continued use of the PRIDE skills.  During this component, the caregiver-child 
dyad continues to meet together in the therapy room with the therapist remaining 
behind the two-way mirror providing verbal prompts to the caregiver.  During this 
component, the caregiver learns to apply the skills acquired during the CDI 
component (i.e. labeled praise, reflection, behavioral observation, neutral talk, and 
the use of direct commands) to more directive interactions with their child 
(McNeil & Hembree-Kigin, 2010).  During PDI, the caregiver strengthens his or 
her skills at providing the child with direct commands and in managing behavioral 
problems (i.e., ignoring a command or throwing a tantrum).  Building on the 
relationship developed during the CDI component and through continued 
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coaching by the therapist, the caregiver increases the child’s compliance with 
demands, increases his or her ability to manage behavioral problems, and 
continues to build a closer emotional attachment with the child (McNeil & 
Hembree-Kigin, 2010).     
      The implementation of TF-CBT. 
      As discussed in detail previously, Trauma Focused Cognitive Behavioral Therapy 
(TF-CBT) is an empirically supported treatment for children ages 3 - 18 years who are 
experiencing emotional and behavioral difficulties associated with exposure to various 
types of traumatic life experiences.  The phases of TF-CBT are sequential and include 
psycho-education about the trauma and behavior management strategies, relaxation 
training, affect regulation, cognitive processing 1, development of a trauma narrative, 
cognitive processing 2, in vivo sessions, conjoint session(s) with the child and caregiver, 
and psycho-education on the enhancement of safety skills.  TF-CBT is typically 
completed within 12-20 sessions.  Prior to the beginning of TF-CBT, a pre-treatment 
assessment is completed including the gathering of a psychosocial history and the 
completion of psychometric measures.  The components of TF-CBT are delineated 
below:  
 Psycho-education.  Provided to assist the child and his or her caregiver in 
understanding the purpose, rationale, and typical course of TF-CBT.  Psycho-
education assists children and their caregivers in understanding symptoms specific 
to different types of trauma and how symptoms may change throughout the 
treatment process, to assist in the implementation of supportive parenting 
practices within the home to support the child, and to assist in the development of 
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safety plans to prevent further traumas from occurring.  Psycho-education occurs 
at each phase of the treatment protocol to educate the child and caregiver about 
the skills, how each phase fits into the treatment process, and ways to assist them 
with implementing these skills at home.     
 Relaxation training phase. Teaches controlled breathing, progressive muscle 
relaxation, and thought stopping to assist children with managing physiological 
responses to the experienced trauma(s), such as anxiety, avoidance, and/or 
somatic complaints.   
 Affect modulation phase.  Focuses on helping the child differentiate between 
thoughts and feelings, assessing the child’s ability to identify various feeling 
states, and assisting the child in developing skills to manage the intensity of 
different feeling states as they arise within treatment.   
 Cognitive processing 1 phase. Teaches the child about the connections between 
thoughts, feelings, and behaviors.  This phase assists children with beginning to 
identify inaccurate thoughts connected to the traumatic experiences, and ways 
children can challenge and replace negative thoughts.   
 Trauma narrative phase.  An in-depth exploration of the experienced trauma(s) 
which involves the child creating a written or drawn narrative about his or her 
experience(s).  The trauma narrative progressively exposes the child to more 
detailed recollections of the trauma(s) and the thoughts, feelings, and responses 
connected to the experience(s). 
 Cognitive processing 2 phase.  Focuses on assisting the child to identify and 
restructure cognitive distortions that may be connected to the traumatic 
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experience(s).  This can include the child’s beliefs about him or herself, their 
feelings of responsibility connected to the trauma, and their beliefs about others 
and their environment.     
 In vivo phase.  Focuses on assisting the child with managing trauma reminders 
that have been generalized to other life experiences (i.e., avoidance of sleeping in 
one’s own bedroom).  A behavioral plan is frequently developed with the child 
and caregiver that gradually exposes the child to the situation and associated 
triggers.  The therapist works with the child and caregiver on implementing 
coping skills learned in the earlier phases to assist the child with managing 
distressing thoughts and feelings.   
 Parent-child conjoint phase.  Incorporates the caregiver(s) into session with the 
child and focuses on assisting the child with talking about his or her traumatic 
experience(s) with his or her caregiver and increasing the caregiver’s 
understanding of the child’s thoughts, feelings, and reactions about the trauma.  
This phase helps the caregiver with validating the child’s thoughts and emotions, 
and reinforces the healthy cognitions developed in the previous phase of 
treatment.      
 Psycho-education.  Psycho-education pertaining to the enhancement of safety 
skills is provided to both the child and caregiver at the end of treatment to assist 
with identifying and problem-solving around potential risks to re-victimization.    
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Measurement 
      Outcome Variables for Symptom Severity. 
      The aim of this study was to examine factors that influence end of treatment 
symptom and functioning outcomes for children 2-12 years of age who received either 
the trauma-informed evidence-based practice of TF-CBT or PCIT.  Symptom severity is 
defined as the level of psychological distress exhibited by the child at the end of 
treatment as measured by emotional and behavioral scores on the following measures 
collected at baseline and at the end of treatment: 
      Child Behavior Checklist (CBCL; Achenbach & Rescrola, 2000, 2001).  The 
CBCL is a parent report instrument designed to measure emotional and behavioral 
functioning for children ages 1 ½ to 18 years of age.  The CBCL yields internalizing and 
externalizing behavior severity scale scores, as well as a total combined behavior severity 
score.  Internalizing behaviors include symptoms of anxiety, depression, and somatic 
complaints, while externalizing behaviors include symptoms such as aggression and rule-
breaking behaviors.  The Total Problem scale score is made up of the internalizing and 
externalizing scale scores, as well as scores from questions related to social, thought, 
attention, and other functioning problems.  Internalizing, externalizing, and total scale 
scores greater than 63 are indicative of clinical symptoms.  Developmental issues are 
addressed within the CBCL by the creation of two versions of the instrument: one for 
children ages 1 ½ to 5, and another for ages 6 to 18.  Both age-specific versions of the 
CBCL have been found to be internally consistent (0.78 – 0.97) and to have high test-
retest values (0.95 – 1.00; Achenbach & Rescorla, 2000, 2001).   The Externalizing, 
Internalizing, and Total Behavior domains at baseline and end of treatment were utilized 
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from this instrument to measure symptom severity at the end of treatment.  If no end of 
treatment measures were available for a child, the last 3-month in-treatment assessment 
or first 3-month post treatment assessment scores were utilized.   Appendices 1 and 2 
display non-reproducible copies of the measure for each age group.  
      Trauma Symptom Checklist for Children (TSCC-A; Briere, 1996).  The  
TSCC-A is a child self-report measure of post-traumatic stress and related symptoms for 
children ages 8-16 who have experienced traumatic events.  The TSCC-A consists of 44 
items which include two validity scales (an Under-response scale which measures the 
likelihood that the child is under-reporting symptoms, and a Hyper-response scale which 
measures the likelihood that the child is over-reporting symptoms), five clinical scales 
(Anxiety, Depression, Anger, Posttraumatic Stress, and Dissociation), and seven critical 
items (fear of men, fear of women, getting into fights, thoughts of self harm, and thoughts 
of harming others).  TSCC-A clinical scale scores equal to or above 65 indicate clinical 
symptoms.  The TSCC-A scales have been found to be internally consistent (alpha = .77 
to .89), and to yield convergent, discriminant, and predictive validity (Briere, 1996).  The 
Total Post-traumatic Stress (Total PTS) domain at baseline and end of treatment was 
utilized from this instrument to measure symptom severity.  If no end of treatment 
measures were available for a child, the last 3-month in-treatment assessment or first 3-
month post treatment assessment scores were utilized.         
      Trauma Symptom Checklist for Young Children (TSCYC; Briere, 2005).  The 
TSCYC is a parent report measure designed to measure trauma-related symptoms in 
children ages 3-12.  The TSCYC consists of 90 questions that include two validity scales 
which measure caregiver under-reporting and over-reporting of symptoms, and eight 
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clinical scales which measure anxiety, depression, anger/aggression, post-traumatic stress 
(intrusion), post-traumatic stress (avoidance), post-traumatic stress (arousal), 
dissociation, and sexual concerns.  Scores equal to or above 70 indicate clinical 
symptoms.  Reliability for the individual clinical scales was found to range from good to 
excellent with values ranging from .81 - .93 (Briere, Johnson, Bissada, Damon, Crouch, 
Gil, Hanson, & Ernst, 2001).  The Total Posttraumatic Stress (PTS) domain at baseline 
and end of treatment were utilized from this instrument to measure symptom severity.  If 
no end of treatment measures were available for a child, the last 3-month in-treatment 
assessment or first 3-month post treatment assessment scores were utilized.                 
      The TSCYC and the TSCC-A were both routinely administered at baseline, 
reassessment, and end of treatment.  The Total Post Traumatic Stress score was utilized 
by default from the TSCYC to capture post-traumatic stress scores for this study, 
however, when this score was not available, the Post-Traumatic Stress score from the 
TSCC-A was utilized.   
      Outcome Variable for Daily Functioning. 
      In order to examine how a caregiver or child’s perception of daily 
functioning of the child may have changed over the course of treatment, data from 
a structured questionnaire developed by the Transformation Accountability Center 
for Mental Health Services (TRAC), a part of the Substance Abuse and Mental 
Health Administration (SAMSHA; Center for Mental Health Services, 2012) was 
examined.  The interview is a verbally administered questionnaire administered 
within 30 days of the start of treatment, every 6 months during treatment and 
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within 30 days of discharge from treatment.  The interview is a required 
component of the research site’s funding source.   
      The interview consists of 11 sections including demographic information, 
daily functioning, military family history, stability in housing, education, criminal 
status, perception of mental health care received, social connectedness, discharge 
status, and services received by the family.  For children ages 10 years and 
younger, the caregiver is asked to respond to questions related to the child’s 
functioning over the last 30 days, while the questionnaire is completed directly 
with children ages 11 years and older.  Due to the age of children included in this 
study, 86% of the ratings of perceived Daily Functioning of the child were 
completed by caregivers (n = 71).  The following daily functioning questions 
were utilized for the current study:   
A)  Section instructions: “In order to provide the best possible mental health and related 
services, we need to know what you think about how well you were (your child was) able 
to deal with everyday life during the last 30 days.  Please indicate your 
disagreement/agreement with each of the following statements.”  Response options 
include: Strongly Disagree, Disagree, Undecided, Agree, or Strongly Agree.  Participants 
have the option to refuse to respond.  
1) I am (my child is) handling daily life. 
2) I get (my child gets) along with family members. 
3) I get (my child gets) along with friends and other people. 
4) I am (my child is) able to cope when things go wrong. 
5) I am satisfied with our family life right now.   
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      For this study, baseline and end of treatment scores were compared.  If no end of 
treatment TRAC data was available for a child, the last in-treatment interview data was 
utilized if it was collected within 3 months of the end of treatment.                  
      Independent Study Variables. 
      This study aims to examine factors that may influence symptom severity at the 
end of TF-CBT or PCIT for children ages 12 years and under.  Figure 1 graphically 
displays the conceptual model.  Individual factors for this study include:  
 Number of different types of trauma.  The number of different types of traumatic 
exposures experienced by the child was gathered from a detailed trauma history 
form completed by the clinician with the child and caregiver at baseline 
assessment.   
 Age of the child at treatment onset. Data was gathered from a baseline 
assessment form completed by clinicians with the caregiver at the start of 
treatment.   
 Gender of the child.  Data was gathered from a baseline assessment form 
completed by clinicians with the caregiver at the start of treatment.   
 Placement status of the child at treatment onset.  Data was gathered from a 
baseline assessment form that identifies whether the child resides with a 
biological or adoptive parent, foster parent, other adult relative, or in residential 
treatment.     
 Type of treatment.  Each child received at least a moderate dose of either TF-CBT 
or PCIT. 
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 Baseline scores.  Baseline CBCL and PTS Scale scores were examined as 
covariates within the model. 
Figure 1:  Conceptual Model 
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Chapter 5 
Results 
      PASW 20.0 was utilized for data analysis.  Data were screened for missing values 
by visually inspecting the data and running frequency distributions.  In order to examine 
the bivariate relationships between the predictor variables and outcome scores One-Way 
Analyses of Variance (ANOVAs) and t-tests were conducted.  A series of Analyses of 
Covariance (ANCOVAs) and paired sample t-tests were conducted to test the hypotheses.  
An a priori power analysis indicated that a sample size of 100 is sufficiently large to 
identify a medium effect (Cohen’s f2 = 0.15) at 80% power (α = .05).          
      Cases were removed from the analyses if either a baseline or an end of treatment 
score was unavailable.  Final sample size for the CBCL, PTS, and the Daily Functioning 
scale were 106, 104, and 83 cases, respectively.  Bivariate analyses between the 
predictors and outcome scores were conducted both with and without outliers, and 
following these analyses, four additional cases were removed from the PTS termination 
scale due to the influence of outliers.  Outliers were identified by examination of 
histograms and were defined as scores ≥ 100 for baseline PTS, ≥ 90 for termination PTS, 
and ≥ 90 for baseline and termination CBCL scores on the internalizing, externalizing, 
and total problem scales.  One case within the variable of Placement Status was re-coded 
from “Other” (child lived with a friend of the family) to be included within the category 
of Other Relative Placement.    
Descriptives for the Outcome Scores 
      Symptoms of baseline and end of treatment post-traumatic stress were measured 
by scores from the TSCYC or TSCC-A.  Due to the TSCYC and TSCC-A having 
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different clinical cut-scores (65 and 70, respectively), a decision was made for the critical 
cut-off point of 65 to be used for the combined PTS scale scores in order to capture all 
elevated PTS scores on both measures.  For this sample, the average score on the PTS 
baseline scale was in the borderline clinical range at (M = 66.60, SD = 15.06), while the 
PTS termination Scale score fell below the clinical cut-off (M = 55.69, SD = 12.45) 
indicating an overall reduction in PTS symptoms from the beginning to the end of 
treatment for the sample. 
      Internalizing, Externalizing, and Total Problem scale scores from the CBCL were 
utilized to measure the severity of emotional and behavioral symptoms at the beginning 
and end of treatment.  The clinical cut-off for these scales was 63.  The average CBCL 
Internalizing baseline scale score for this sample was right at the clinical cut-off of 63 (M 
= 63.14, SD = 11.57), with the termination scale score for this measure decreasing to 57 
(M = 57.47, SD = 12.51). The average CBCL Externalizing baseline scale score was 69 
(M = 68.92, SD = 11.22), while the average termination scores declined to 63 (M = 62.72, 
SD = 13.02).  The scores for CBCL Total Problem baseline and termination scale scores 
were 68 (M = 67.89, SD = 10.47) and 61 (M = 61.94, SD = 12.76) respectively, with the 
baseline score falling in the borderline clinical range, and falling below the clinical cut-
off at termination.   
      Further, the computed Daily Functioning scale score was examined to determine 
an overall level of daily functioning at baseline and termination.  Higher scores indicate 
higher levels of perceived daily functioning.  The average baseline Daily Functioning 
score for the sample was 16 (M = 16.42, SD = 4.06), increasing to 20 (M = 19.88, SD = 
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3.77) at the end of treatment indicating improved ratings of daily functioning from 
baseline to the end of treatment.       
      In order to examine whether differences exist between a child’s symptoms at 
baseline and symptom levels at the end of treatment, a series of paired-sample t-tests 
were conducted between baseline and termination scores PTS scale, CBCL Internalizing 
scale, CBCL Externalizing scale, CBCL Total Problem scale, and the Daily Functioning 
scale scores.  Table 2 displays correlation statistics for for baseline and end of treatment 
scores.  Table 3 displays paired sample t-test statistics for baseline and end of treatment 
scores.  Significant mean differences were found between all baseline and end of 
treatment groups indicating that overall symptom levels declined at the end of treatment 
for each of the four outcome measures.  
Table 2 
 
Correlations between Baseline and End of Treatment Scores 
                                                                                   Correlations 
PTS Base & Term                                                           .297*              
CBCL Int. Base & Term                                                 .564*              
CBCL Ext. Base & Term                                                .552*              
CBCL Tot. Prob. Base & Term                                      .545*              
Daily Functioning Base & Term                                     .476*             
 p ≤ .001* 
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Table 3 
Paired Sample t-test: Baseline and End of Treatment Scores       
                                          N                       M (SD)                           t                    df                             
PTS Base                       (100)               66.60 (15.06)                   6.63**              99                                            
PTS Term                      (100)               55.69 (12.45)                   
 
Internalizing Base         (106)               63.14 (11.57)                   5.18**            105         
Internalizing Term        (106)               57.47 (12.51) 
 
Externalizing Base        (106)               68.92 (11.22)                   5.52**             105         
Externalizing Term       (106)               62.72 (13.02) 
 
Total Problem Base       (106)               67.89 (10.47)                   5.44**             105        
Total Problem Term      (106)               61.94 (12.76) 
 
Daily Functioning Base   (83)              16.42 (4.06)                     -7.84                 82          
Daily Functioning Term  (83)              19.88 (3.77) 
 
p ≤ .05*, p ≤ .001** 
Bivariate Analyses 
      Analyses were conducted to examine the bivariate relationships between the 
independent variables and end of treatment symptom outcome scores.  T-test grouping 
values were determined by the associated clinical cut-off score for the each symptom 
scale score (CBCL > 63, PTS > 65).   
      Significant group differences were found for the Number of Different Types of 
Trauma Exposures and CBCL Externalizing scores at termination, t = 3.375, df(103), p ≤ 
.001, and between this variable and CBCL Total Problem termination scale scores, t = 
1.777, df(103), p < .05.  Significant bivariate differences were also found between the 
Age of the Child at the Start of Treatment and CBCL Externalizing termination scores, t 
= 2.236, df(104), p < .05.  Additionally, significant differences were found between 
Placement Status and CBCL Internalizing termination scores, F = 4.266, p < .05).  Table 
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4 displays significant findings for the ANOVAs.  Table 5 displays mean differences in 
end of treatment scores by factor using clinical cutoff scores.            
Multivariate Analyses 
      Prior to conducting the Analyses of Covariance (ANCOVAs), the data were 
examined for violation of assumptions associated with the analysis.  Histograms, scatter 
plots, probability-probability plots using residuals were examined for violations of 
linearity, normality, and homoscedasticity.   No violations of assumptions were found, 
and a series of ANCOVAs were conducted to examine the first four stated hypotheses.  
Specifically, the ANCOVAs examined variables that may influence severity of symptom 
outcomes at the end of treatment, and separate analyses were conducted with each of the 
four termination scale scores (PTS, CBCL Internalizing, CBCL Externalizing, and CBCL 
Total Problem Scales) entered as the dependent.   
 
Table 4 
 
Significant Group Differences in End of Treatment Scores by Factor: ANOVA 
Statistics 
                                                                                                                                                                                                                 
                                                   N                M                 SD                 F                p               Confidence 
                                                                                                                                                       Interval  
PTS Termination 
      Gender      Male                 (57)            54.33            12.09              1.58         .21           51.12 – 57.54 
                      Female               (43)            57.49            12.83                                              53.54 – 61.44 
CBCL Internalizing Term 
      Gender      Male                 (60)            57.37           12.05                 .01        .92           54.25 – 60.48 
                     Female                (46)            57.61           13.23                                              53.68 – 61.54 
CBCL Externalizing Term  
      Gender      Male                 (60)            62.52            13.76                .03        .86           58.96 – 66.07 
                     Female                (46)            62.98            12.14                                             59.37 – 66.58 
CBCL Total Problem Term 
      Gender      Male                 (60)            61.47            13.10                .19         .66           58.08 - 64.85 
                     Female                (46)            62.57            12.41                                              58.88 – 66.25 
PTS Term 
       Placement Status   
                    Bio/Adopt            (33)            53.03            11.66              1.25         .29            48.90 – 57.16 
              Other Relative            (15)           58.54            13.54                                              50.35 – 66.72 
                             State            (54)            56.63            12.60                                              53.19 – 60.07 
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Table 4 (continued) 
 
Significant Group Differences in End of Treatment Scores by Factor: ANOVA 
Statistics 
                                                                                                                                                                                                                 
                                                   N                M                 SD                 F                p               Confidence 
                                                                                                                                                       Interval  
CBCL Internalizing Term 
        Placement Status         
                      Bio/Adopt          (32)           53.66            12.45               4.27         .02*         49.17 – 58.15 
                 Other Relative        (16)            64.50            10.51                                               58.90 – 70.10 
                                State         (58)           57.64            12.37                                               54.39 – 60.89 
 
CBCL Externalizing Term 
          Placement Status   
                       Bio/Adopt        (32)           60.03            12.47               1.11         .37            55.54 – 64.53 
                 Other Relative        (16)           64.69            10.38                                                59.15 - 70.22 
                                State        (58)           63.66            13.91                                                60.00 – 67.31  
 
CBCL Total Problem Term 
           Placement Status 
                       Bio/Adopt        (32)            59.09             11.80              1.90         .16            54.84 – 63.35 
                 Other Relative        (16)            66.56            10.61                                                60.91 – 72.22 
                                State        (58)            62.24             13.56                                               58.68 – 65.81 
PTS Term 
       Treatment Type 
                       TF-CBT           (77)            55.83             12.95                  .04        .84           52.89 – 58.77     
                            PCIT           (23)            55.22             10.88                                               55.51 – 59.92 
 
CBCL Internalizing Term 
       Treatment Type 
                        TF-CBT          (76)            56.38             12.88               2.06        .15            53.44 – 59.32 
                             PCIT          (30)            60.23             11.28                                               56.02 – 64.45  
 
CBCL Externalizing Term 
       Treatment Type 
                        TF-CBT          (76)            62.08             13.99                 .64         .43           58.88 – 65.28 
                             PCIT          (30)            64.33             10.20                                               60.53 – 68.14 
 
CBCL Total Problem Term 
       Treatment Type  
                        TF-CBT          (76)            61.04             13.54               1.35         .25           57.95 – 64.13 
                          PCIT             (30)            64.23             10.38                                               60.36 – 68.11 
p ≤ .05* 
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Table 5 
Group Differences by Factor Using Clinical Cutoff Scores: T-tests 
                                                           N                       M (SD)                        t                                                                     
# Types of Trauma/                   ≥ 65  (27)               5.26 (1.99)                  1.21                 
PTS Term                                  < 65  (72)               4.65 (2.31)                             
 
# Types of Trauma/                   ≥ 63  (36)               5.14 (2.27)                    .99                
CBCL Internalizing Term         < 63  (69)               4.67 (2.34) 
 
# Types of Traumas /                 ≥ 63 (58)                5.48 (2.38)                 3.38**                
CBCL Externalizing Term        < 63  (47)                4.02  (1.97) 
 
# Types of Traumas /                 ≥ 63 (57)                5.19 (2.47)                 1.78                
CBCL Total Problem Term       < 63 (48)                4.40 (2.05) 
 
Age at Start of Tx/                     ≥ 65 (27)                8.00 (2.13)                    .15 
PTS Term                                  > 65 (73)                7.92 (2.65) 
 
Age at Start of Tx/                    ≥ 63  (36)               7.64 (2.67)                    -.12                
CBCL Internalizing Term.        < 63 (70)                7.70 (2.49) 
 
Age at Start of Tx /                   ≥ 63  (58)                8.17 (2.59)                  2.24*                 
CBCL Externalizing  Term      <  63  (48)               7.08 (2.38) 
 
Age at Start of Tx/                    ≥ 63   (57)              7.82 (2.60)                     .63              
CBCL Total Problem Term      < 63   (49)              7.51 (2.49) 
 
p ≤ .05*, p ≤ .001** 
 
An initial main-effects only model was created with gender, placement status, type of 
treatment, the number of different types of traumas experienced, and the child’s age at 
start of treatment entered as predictors in each model, with the coinciding baseline scale 
scores entered as a covariate.  Additionally, ANCOVA models were created with 
specified interaction terms to test for differences by type of treatment.  Table 6 displays 
univariate statistics for variables included in the analyses.   
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Table 6 
 
Univariate Statistics for Variables Included in ANCOVAs 
_____________________________________________________________________ 
Variable                                        N                     M (SD)           Skewness         Kurtosis       
# of Different Types Trauma     (134)             4.74  (2.28)            .149                 -.156 
Age of Child at Start of Tx        (134)             7.68  (2.47)           -.176                 -.737     
PTS Scale Scores 
     Baseline                                 (104)           67.79  (16.02)         .771                   .418 
     Termination                           (104)           57.65  (15.71)       1.300                   .237 
CBCL Scale Scores 
     Internalizing Baseline            (106)          63.14  (11.57)          .374                  .529  
     Internalizing Termination      (106)          57.47  (12.51)          .235                 -.304 
CBCL  
      Externalizing Baseline          (106)          68.92  (11.22)          .396                 .739 
      Externalizing Termination    (106)          62.72  (13.02)         -.368                 .273 
CBCL  
      Total Problem Baseline         (106)          67.89  (10.47)          .627               1.288 
      Total Problem Termination   (106)          61.94  (12.76)        -.597                 .372 
Daily Functioning Scale Score 
      Baseline                                  (83)            16.42  (4.06)           -.027               -.220 
     Termination                             (83)            19.88  (3.77)           -.847              1.288          
 
Testing of Hypotheses 1-4 
      Hypothesis 1. Children with higher numbers of different types of trauma 
exposures at baseline will exhibit higher levels of symptoms at the end of treatment 
compared to children with fewer numbers of different trauma exposures regardless of 
treatment type. 
       Hypothesis 2. Female children will exhibit higher levels of symptoms at the end 
of treatment compared to male children regardless of treatment type. 
      Hypothesis 3. Children in foster care will exhibit higher levels of symptoms at the 
end of treatment compared to children residing with biological, adoptive, or other 
relative caregivers regardless of treatment type. 
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      Hypothesis 4. Older children will exhibit higher levels of symptoms at the end of 
treatment compared to younger children regardless of treatment type.   
ANCOVA results for the main-effects only model yielded the following results:  
      PTS termination scale scores.  The overall model was not significant, F = 2.02, p 
≤ .10, and was only able to explain approximately 13% of the variance in PTS scale 
scores at termination (R
2 
= .134).  The Levene’s Test supported the assumption of 
equality of variances, F = 1.19 (11, 87),  p . > 05.  Significant mean differences were 
found between the covariate PTS Baseline scale scores and end of treatment PTS scores, 
F = 8.175, p ≤ .05; however no significant differences were found between the child’s 
age, gender, placement status, type of treatment, or the number of different types of 
traumas experienced and end of treatment PTS scores. 
     CBCL internalizing termination scale scores.  The overall model was significant, 
F = 8.01, p ≤ .001), and was found to explain approximately 37% of variance in 
Internalizing behavior scores at the end of treatment (R
2 
= .366).  The Levene’s Test 
supported the assumption of equality of variances, F = .72 (11, 93), p > .05.  Significant 
mean differences were again found between the covariate Internalizing baseline scale 
scores and end of treatment Internalizing scores, F = 40.33, p ≤ .001, with an absence of 
significant differences found between the independent variables in the model and end of 
treatment Internalizing scores.       
      CBCL externalizing termination scale scores.  The overall model was 
significant, F = 8.43, p ≤ .001, and was able to explain approximately 38% of the 
variance in Externalizing behavior scale scores at termination (R
2 
= .378).  The Levene’s 
Test supported the assumption of equality of variances, F = 1.22 (11, 93), p > .05.  Again, 
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significant mean differences were found between the covariate Externalizing baseline 
scores and end of treatment Externalizing scores, F = 38.18, p ≤ .001.  Significant mean 
differences were found between a child’s age at the start of treatment and end of 
treatment Externalizing scores, F = 5.43, p ≤ .05, and a trend toward significance was 
found for treatment type, F =3.22, p ≤ .10.  After controlling for the influence of CBCL 
Externalizing baseline scores, older children were found to exhibit higher levels of 
externalizing symptom at the end of treatment.  Examination of the estimated means for 
type of treatment indicate that at the end of treatment, children who received TF-CBT, M 
= 61.58, SD = 1.46, exhibited less severe externalizing behavior scores as compared to 
children who received PCIT, M = 66.29, SD = 2.15.        
      CBCL total problem termination scale scores.  The overall model was 
significant, F = 7.73, p ≤ .001, and was able to explain approximately 36% of the 
variance in Total Problem scores at termination (R
2 
= .358).  The Levene’s Test 
supported the assumption of equality of variances, F = .83 (11, 93), p > .05.  Significant 
mean differences were again found between the covariate Total Problem and end of 
treatment Total Problem scores, F = 35.66, p ≤ .001.  Significant mean differences were 
also found between a child’s age at the start of treatment, F = 5.48, p ≤ .05), treatment 
type, F = 4.52, p ≤ .05, and end of treatment Total Problem scores.  When the influence 
of Total Problem baseline scores were controlled, older children were found to exhibit 
higher levels of total problem behavior symptoms at the end of treatment.  Examination 
of the estimated means for type of treatment indicate that at the end of treatment, children 
who received TF-CBT, M = 60.76, SD = 1.45, exhibited less severe total problem scores 
compared to children who received PCIT, M = 66.28, SD = 2.14.  Table 7 displays tests 
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of between-subject effects, and table 8 displays estimated means and standard deviations 
for the ANCOVAs.        
      In order to test for differences by treatment type for hypotheses 1-4, additional 
ANCOVA analyses were conducted that separately included the following interaction 
terms: the number of different types of trauma exposures and type of treatment (H1), 
gender and type of treatment 
 
Table 7 
Tests of Between-Subject Effects: ANCOVA Statistics 
                                                  N                    F                 p                  ηp2               R2 
PTS Term (DV)                       99                                                                             .134                                                     
    Corrected Model                                       2.015           .061*       
    Intercept                                                  38.600           .000*** 
   Gender                                                       1.890           .173             .020               
   Type Tx                                                       .321           .572             .004 
   Placement Status                                         .672           .513             .015 
   Child Age                                                    .580           .448             .006 
   # Diff Traumas                                            .473           .494             .005 
   Baseline  PTS                                            8.000           .006             .081 
 
CBCL Int. Term (DV)             105                                                                           .366 
   Corrected Model                                       8.011           .000***       
    Intercept                                                   5.430           .022**         .053 
   Gender                                                        .775           .381              .008               
   Type Tx                                                     2.671          .105              .027 
   Placement Status                                       1.333          .268              .027 
   Child Age                                                  1.828          .179              .019 
   # Diff Traumas                                            .031          .861              .000 
   Baseline  CBCL Int                                 40.333          .000***        .294 
 
CBCL Ext. Term (DV)            105                                                                           .378 
   Corrected Model                                       8.427           .000***         
   Intercept                                                    1.428           .235 
   Gender                                                       1.577           .212              .016               
   Type Tx                                                     3.216           .076*            .032 
   Placement Status                                         .127           .881              .003 
   Child Age                                                  5.428           .022**          .053 
   # Diff Traumas                                          2.304           .132              .023 
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 Table 7 (continued) 
Tests of Between-Subject Effects: ANCOVA Statistics 
 
                                                  N                    F                 p               ηp2               R2 
Baseline  CBCL Ext                               38.181           .000***        .282 
 
CBCL Total Prob Term (DV)  105                                                                        .358 
   Corrected Model                                    7.734          .000***        
Intercept                                                    1.663          .200 
   Gender                                                    2.015          .159               .020                
   Type Tx                                                  4.518          .036**           .045 
   Placement Status                                      .017          .983               .000 
   Child Age                                               5.475          .021**           .053 
   # Diff Traumas                                         .466          .497               .005 
   Baseline CBCL Tot. Prob.                    35.655         .000***         .269   
 p ≤ .10*, p ≤ .05**, p ≤ .001** 
 
H2), foster care and type of treatment (H3), and age and type of treatment (H4).  None of 
the interaction terms were found to be significant predictors of outcome scores.     
     
Table 8 
Estimated Means: ANCOVA  
                                                                   M                 SD                 Confidence  
                                                                                                                 Intervals 
                                                                                                                   (95%) 
PTS CBCL Term (DV) 
     Grand Mean                                       56.65           1.67                      53.34 – 59.95 
     Gender 
               Male                                         54.92           1.88                      51.18 – 58.67 
               Female                                      58.37            2.27                     53.87 – 62.87 
     Treatment Type 
               TF-CBT                                    55.72           1.67                      52.41 – 59.03  
                PCIT                                        57.57           2.84                      51.93 – 63.21 
     Placement Status 
               Bio/Adopt                                54.35            2.42                      49.55 – 59.15 
               Other Relative                          58.19            3.48                     51.28 – 65.09 
               State                                         57.40            1.99                      53.45 – 61.35 
 
Internalizing CBCL Term (DV) 
     Grand Mean                                       58.67           1.26                       56.17 – 61.16 
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Table 8 (continued) 
Estimated Means: ANCOVA  
                                                                   M                 SD                 Confidence  
                                                                                                                 Intervals 
                                                                                                                   (95%) 
 
   Gender 
               Male                                         57.74           1.52                        54.72 – 60.77 
               Female                                     59.59           1.74                        56.13 – 63.05 
     Treatment Type 
              TF-CBT                                    56.59            1.42                       53.77 – 59.41                         
               PCIT                                        60.74            2.09                       56.60 – 64.88 
     Placement Status 
               Bio/Adopt                                55.86            2.08                      51.73 – 59.99 
               Other Relative                         60.61            2.75                       55.16 – 66.07 
               State                                         59.53            1.54                       56.47 – 62.59 
 
Externalizing CBCL Term (DV) 
     Grand Mean                                       63.93           1.28                       61.38 – 66.48 
     Gender 
               Male                                         62.58           1.56                      59.50 – 65.67 
               Female                                     65.28            1.79                      61.73 – 68.83 
     Treatment Type 
               TF-CBT                                   61.58            1.46                       58.68 – 64.48 
                PCIT                                       66.29            2.15                       62.02 – 70.55 
     Placement Status 
               Bio/Adopt                                64.83            2.15                       60.57 – 69.10 
               Other Relative                          63.06            2.76                      57.57 – 68.54 
               State                                         63.91            1.60                       60.74 – 67.07 
 
Total Problem CBCL Term (DV) 
     Grand Mean                                       63.52          1.28                       60.98 – 66.06 
     Gender 
               Male                                        62.00          1.55                        59.50 – 65.67 
               Female                                     65.04          1.78                       61.51 – 68.57 
     Treatment Type 
               TF-CBT                                   60.76            1.45                       57.88 – 63.63 
                PCIT                                       66.28            2.14                       62.05 – 70.52 
     Placement Status 
               Bio/Adopt                                63.19            2.14                       58.94 – 67.43 
               Other Relative                         63.80            2.78                       58.28 – 69.32 
               State                                         63.58            1.57                       60.45 – 66.70 
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Testing of Hypotheses 5 and 6 
      Hypothesis 5.  Children will experience a greater reduction in internalizing 
symptoms at the end of TF-CBT treatment compared to externalizing symptoms at the end 
of treatment regardless of gender. 
      Hypothesis 6.  Children receiving PCIT will experience a greater reduction in 
externalizing symptoms compared to internalizing symptoms at the end of treatment.   
      In order to test hypotheses 5 and 6, change scores were computed for both the 
CBCL Internalizing and Externalizing scale scores.  Independent samples t-tests were 
then conducted to examine treatment differences for the two scales (externalizing and 
internalizing) for both TF-CBT and PCIT.  Results indicated no significant differences 
between pre-test Internalizing and Externalizing scale scores and scores at the end of 
treatment for either TF-CBT or PCIT.   Table 9 displays the Independent t-test statistics.       
Table 9 
Change in Internalizing and Externalizing Scores Following TF-CBT and PCIT  
                                      N             M             SD          t          df           p     Confidence Intervals 
                                                                                                                                     (95%) 
Externalizing Scores 
     TF-CBT                  76         -6.17          11.16      .051      104        .96           -4.850 – 5.12 
     PCIT                       30         -6.30          12.82 
 
Internalizing Scores 
      TF-CBT                 76         -6.28          11.57     -.881     104        .38            -6.97 – 2.68  
      PCIT                      30         -4.13          10.51 
 
Daily Functioning        
      TF-CBT                 60         -3.25            4.12      .760      81         .45            -1.22 – 2.72 
      PCIT                      23         -4.00            3.77 
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Testing of Hypothesis 7 
      Hypothesis 7. Children and their caregivers will report improved daily 
functioning at the end of treatment regardless of treatment condition.  
      A paired samples t-test was conducted to examine differences in Daily 
Functioning scores from baseline to end of treatment.  Results indicated significant 
differences between baseline and termination scores, t = -7.84, df (82), p ≤ .001.  The 
average baseline and termination Daily Functioning scores were 16, M = 16.42, SD = 
4.06, and 20, M = 19.88, SD = 3.77, respectively.  Correlations were examined between 
the end of treatment PTS, CBCL, and Daily Functioning scores.  Results indicate a 
significant negative correlation between the three CBCL scale scores and the Daily 
Functioning scores; as CBCL scale scores decrease at the end of treatment, daily 
functioning scores increase.  The correlation between end of treatment PTS scale and 
Daily Functioning scores was not significant indicating that changes in PTS scale scores 
at the end of treatment were not found to have a significant relationship with Daily 
Functioning scores at termination.  Table 10 displays the correlations between these 
variables.    
Table 10 
Correlations Between End of Treatment Daily Functioning,  PTS and CBCL Scores 
                                                                  Daily Functioning Term                          
Internalizing Term                                               -.355*                                                                                                                                                      
Externalizing Term                                              -.461* 
Total Problem  Term                                            -.541* 
PTS Term                                                             -.083 
p ≤ .001*     
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Additional Analyses 
      The independent variables of gender, placement status, type of treatment, the 
number of different types of traumas experienced, and the child’s age at start of 
treatment, were selected for inclusion in the model due to previous research 
demonstrating their ability to predict symptom severity (Alisic et al., 2011; Greeson et 
al., 2011, Finkelhor et al., 2005a; Finkelhor et al., 2005b; Kisiel et al., 2009; Newton et 
al., 2000; Oswald et al, 2010).  Significant mean differences were not found between 
these variables and end of treatment symptom severity scores for this sample, therefore 
the decision was made to test their ability to predict symptom severity at baseline 
assessment based on their demonstrated relevancy in the literature.  To this end, an 
ANOVA was conducted to examine whether significant mean differences exist between 
the independent variables and baseline treatment symptom scores.  Type of treatment was 
not included in this analysis.  No significant differences were found between the predictor 
variables and baseline PTS, Internalizing, Externalizing, and Total Problem Behavior 
scale scores.  Table 11 displays ANOVA statistics.     
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Table 11 
Group Differences in End of Treatment Scores by Factor (excluding Type of 
Treatment): ANOVA Statistics 
                                            N              F             p           Grand Mean        SD                C.I.                                                     
 PTS Base (DV)                    103                                            69.27        1.81      65.68 - 72.86 
   Gender                                              1.54         .18                                        
   Placement Status                              1.19         .28             
   Child Age                                           .01         .94           
   # Diff Traumas                                 3.44         .07                    
 
CBCL Int. Base (DV)          105                                            64.54        1.27      62.02 – 67.07                                                  
   Gender                                                .29         .66                           
   Placement Status                              2.85         .06              
   Child Age                                         1.07         .30             
    # Diff Traumas                                1.38         .24           
 
CBCL Ext. Base (DV)         105                                            68.82        1.23      66.38 – 71.26                                                             
   Gender                                                .21         .65                            
   Placement Status                              1.62         .20              
   Child Age                                    1.25         .27           
   # Diff Traumas                            2.82         .10           
    
CBCL Tot Prob Base (DV)  105                                       68.61         1.14    66.35 – 70.86                            
   Gender                                           .08         .78                            
   Placement Status                          2.15         .12               
   Child Age                                       .33         .57           
   # Diff Traumas                             2.38         .13               
 
      Finally, an ANCOVA was conducted with type of treatment entered as the only 
independent variable with baseline scores entered as the covariate to examine whether 
significant differences exist between the type of treatment and symptom outcome scores 
when the other predictors were removed from the model.  The Levene’s Test supported 
the assumption of equality of variances for each of the four ANCOVAs conducted.  
Results indicated that when baseline symptom scale scores were controlled, no significant 
differences were found between the type of treatment received by the child and end of 
treatment symptom scores.  Table 12 displays ANCOVA statistics.  
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Table 12 
Group Differences in End of Treatment Scores by Type of Treatment: ANCOVA Statistics 
                                                  N                    F                 p                  ηp2                  R2 
PTS Term (DV)                       100                                                                              .091                                                     
    Corrected Model                                       4.89            .010*       
    Intercept                                                  50.43            .000**               
   Type Tx                                                        .33           .570                .003 
   Baseline  PTS                                             9.67           .002                .091 
 
CBCL Int. Term (DV)             106                                                                              .329 
   Corrected Model                                      25.22            .000**       
    Intercept                                                  12.44            .001**                      
   Type Tx                                                      2.67            .105               .015 
   Baseline  CBCL Int                                  47.46            .000**           .315 
 
CBCL Ext. Term (DV)            106                                                                              .305 
   Corrected Model                                      22.59            .000**         
   Intercept                                                     7.89            .006*               
   Type Tx                                                       .10            .757               .001 
   Baseline  CBCL Ext                                44.26            .000**           .301 
 
CBCL Total Prob Term (DV)  106                                                                             .305 
   Corrected Model                                       22.61           .000**        
   Intercept                                                      6.56           .012*              
   Type Tx                                                       1.14           .288               .011 
   Baseline CBCL Tot. Prob.                        43.32           .000* *          .296   
p ≤ .05*, p ≤ .001**   
 
 
 
 
 
 
 
 
Copyright © Jessica G. Eslinger 2013
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Chapter 6 
Discussion 
      Young children with histories of repeated trauma exposure present special 
challenges to the clinicians who serve them.  Due to the complexity of their histories, 
isolating the factors that explain symptom change following treatment intervention 
continues to be a challenge.  Understanding factors that affect change during treatment 
can aid in the development of modifications to current treatment protocols and can assist 
in matching children to specific treatments based on individual needs.  As previously 
discussed, the manifestation of adverse symptoms following a significant trauma is well 
documented  (Alisic et al., 2011, Crusto et al., 2010; Feldman & Vengrober, 2011; 
Feldman & Vengrober, 2011; Greeson et al., 2011; Kaplow et al., 2005; Kelley et al., 
2010; Kim & Cicchetti, 2003; Ozcol, Zucker, & Spinazzola, 2011; Steinberg et al., 2011), 
as well as the long-term negative ramifications of childhood traumatic exposure on 
emotional, behavioral, and physiological well-being into adulthood (Briere et al., 2008; 
Cloitre et al., 2009; Edwards et al., 2003; Felitti & Anda, 2009; Felitti et al., Limke et al., 
2010).  Researchers and clinicians alike are attempting to formulate a deeper 
understanding of the differential needs of multi-traumatized children (Cloitre et al., 2009; 
Crusto et al., 2010; Finkelhor et al., 2005a; Finkelhor et al., 2005b; Finkelhor et al., 2007; 
Greeson et al., 2011; Kisiel et al., 2009), which has led to the development of treatment 
interventions designed to best meet the often challenging symptom presentations of these 
children (Cicchetti, Rogosch, & Toth, 2006; Cohen et al., 2004, Cohen, Cohen & 
Mannarino, 1996; Eyberg et al., 2001; Ghosh Ippen et al., 2011; Hood & Eyberg, 2003; 
King et al., 2000; Kolko, 1996a; Kolko, 1996b; Lieberman et al., 2006; Lieberman et al., 
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2005, McNeil et al., 1999; Schuhmann et al., 1998).  This study builds on the literature by 
further examining how individual factors identified in the existing literature may predict 
symptom outcomes following trauma-informed evidence-based treatment for very young 
and school-age children ages 2-12 years.  This study additionally helps to clarify the 
potential benefits of closely matching the individual emotional and behavioral symptoms 
of the traumatized children to specific treatment interventions.   
       Past research has suggested that the number of different types of traumatic 
exposures experienced by the child, his or her gender, placement status, and type of 
treatment received may help predict symptom severity at the end of treatment.  This 
project included a young multi-traumatized sample of children with an aim toward 
clarifying the factors that may influence symptoms of post-traumatic stress, internalizing, 
externalizing, and total behavior problem scale scores at the end of treatment specific for 
this population.  Further, this study examined a total daily functioning score in an attempt 
to capture a more qualitative measurement of how children and their caregivers 
experience symptom change in their daily lives following treatment.      
      The guiding theoretical frameworks for this study were Sameroff’s Unified 
Developmental Theory (2010) and a Developmental Traumatology Model proposed by 
DeBellis and colleagues (De Bellis et al., 1999a, 1999b; De Bellis, 2001; De Bellis, 
2005).  These frameworks allowed for the conceptualization of the development of 
trauma-related symptoms that integrate personal (both intra-and inter-psychic processes), 
contextual, and neurobiological considerations that influence the development of trauma-
based symptoms following a traumatic exposure.  It was conceptualized that the 
development of traumatic responses, such as symptoms of anxiety, depression, 
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avoidance, intrusive thoughts, defiance, and aggression, are influenced by the context 
within which the traumatic experience(s) occurred, the reactions of caregivers and other 
adults around the child following the incident(s), and the access to or utilization of 
resources following the event(s).  In circumstances where the traumatic exposures are 
repeated and pervasive in early childhood, the neurobiological development of brain 
structures that regulate parasympathetic responses to fear can be thwarted and diminish 
the child’s ability to assess danger within their environment and regulate their emotional 
responses (i.e., maintaining high levels of fear and anxiety even in the absence of 
danger).  Primary caregivers play a role in regulating their child’s emotional responses 
through the re-establishment of safety and security within the child’s environment 
following the traumatic event(s) and through the regulation of his or her own emotional 
responses related to the event and toward their child.  The child’s experience of safety 
and security are influenced by his or her perception of their self within the environment.          
      The guiding frameworks were helpful in conceptualizing treatment intervention as 
a protective or “promotive” (Sameroff, 2010, pp.14) factor in understanding symptom 
change at the end of treatment.  The teaching of skills to help regulate emotions and 
cognitions used in TF-CBT, the use of PCIT to help develop consist and nurturing 
parenting skills, and the use of psycho-education in both of these approaches can help 
disrupt the adverse developmental consequences of traumatic exposure and can 
contribute to changing a child’s and caregiver’s perception of themselves and of the 
safety and security of the world around them.   
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Trauma Exposure 
      As discussed previously, the adverse effects of traumatic exposure in childhood 
on emotional and behavioral functioning have been well established both in the child and 
adult trauma literature (Briere et al., 2008; Cloitre et al.,. 2009; Crusto et al., 2010; 
Edwards et al., 2003; Felitti & Anda, 2009; Felitti et al., 1998; Greeson et al., 2011; 
Kisiel et al., 2009; Limke et al., 2010).  Results of this study support the hypothesis that 
postulated that older children would exhibit higher levels of symptoms at the end of 
treatment compared to younger children in the sample.  A child’s age at the start of 
treatment was found to influence Externalizing and Total Problem scores at the end of 
treatment when baseline scale scores were held constant. Older children were found to 
have significantly higher levels of Externalizing and Total Problem scores at the end of 
treatment.  These results support previous research that has found higher levels of 
emotional and behavioral symptoms for older children (Greeson et al., 2011), as well as 
research examining the potential for more complex symptomatology following repeated 
traumatic exposures (Cloitre et al., 2009).  Child age as a factor influencing symptom 
severity is also supported by neurobiological research that suggests that traumatic 
exposure early in a child’s life can have long standing negative effects on later 
functioning, especially if early treatment intervention does not occur.  Early experiences 
of trauma can affect the development of brain structures critical to the formation of 
healthy attachment and emotional regulation (Corbin, 2007; Perry, 2001; Spiegel, 1999).  
It can also be reasoned that due to their age, older children have more opportunity to 
experience a trauma and have the potential to be exposed to different types of trauma.  
This study sample consisted of multi-traumatized children (the average number different 
 85 
 
types of traumatic exposures for the sample was approximately five), most of whom, 
81%, had experienced a traumatic exposure within the first 5 years of life.  Thus, the 
older children within this sample appear to be at elevated risk of more profound 
emotional and behavioral problems compared to younger children in this study.  In a 
related study conducted at the research clinic examining predictors of treatment attrition, 
older children were found to be at elevated risk of early dropout from treatment when 
viewed in conjunction with other demographic and symptom factors (Eslinger et al., 
2012).  These findings suggest that older children may be at risk for higher levels of 
symptoms and for dropping out of treatment prior to receiving the full treatment benefit.  
These findings reinforce the importance of early access to trauma-informed treatment 
interventions after a traumatic exposure and encourage awareness of the specific 
treatment and support needs of older children and their caregivers.           
      Overall symptom severity scores were found to be significantly improved 
following TF-CBT and PCIT from baseline to the end of treatment.  However, significant 
differences were found between Total Problem CBCL termination scale scores and the 
type of treatment received indicating that differential effects on total problem symptom 
severity scores occurred by treatment type.  A noted trend toward significance between 
the type of treatment received and Externalizing CBCL scale scores at the end of 
treatment suggests that type of treatment may also differentially affect end of treatment 
externalizing behavior scores.  The re-examination of this relationship is encouraged in 
future studies.  The influence of treatment type to Total Problem and Externalizing 
problem scale symptom severity scores at termination will be examined in more detail 
later in this section.       
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      The hypothesis postulating that the number of different types of traumatic 
exposures would predict end of treatment symptom scores was not supported.  
Examination of these findings suggests possible reasons for the divergence of the 
findings away from previous research.  The high number of children in the sample with 
multiple traumatic exposures may not have provided sufficient variance to detect this 
variable as a predictor of end of treatment symptom outcomes within the model.  Re-
examination of the number of different types of traumatic exposures as a factor 
influencing end of treatment symptom scores is recommended with a sample consisting 
of children with more diverse histories of numbers of different traumatic exposures.      
      The performance of the independent variable of placement status within the 
model also warrants closer examination.  The hypothesis stating that children placed in 
state custody would have higher levels of end of treatment symptoms compared to 
children placed with relatives and those in the care of biological or adoptive parents was 
not supported.  When examined on a bivariate level, mean differences were found 
between placement status and Internalizing scale scores at the end of treatment; however, 
this relationship disappeared when the variable of placement status was entered into the 
multivariate analyses.  Examination of significant and non-significant bivariate 
relationships between the variable of placement status and end of treatment symptom 
scores suggest that children in the care of their relatives may exhibit symptom levels 
closer to those found for children residing in State’s custody, and in some cases, may 
exhibit higher levels of problematic symptoms.  Further, the number of different 
placements experienced by children within the sample, either within the State system, 
between family members, or prior to adoption, may have influenced symptom severity; 
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however, this was not controlled for in the analyses.  A focus on the placement histories 
of children within the sample may help explicate how multiple factors associated with 
placement experiences may predict or influence end of treatment symptom outcomes.  
Lastly, an examination of how psycho-education may influence levels of caregiver stress 
and use of parenting strategies is worthy of further exploration.  During monitoring of 
treatment fidelity, the study clinicians were encouraged to focus on caregiver psycho-
education and involvement in treatment regardless of the custody status of the child 
throughout treatment, thus “treating” all caregivers as if they were biological parents of 
the child.  While parent coaching is a fundamental part of PCIT, on-going parenting 
support and education is also encouraged throughout treatment with TF-CBT.  This focus 
during treatment may minimize some of the differences between the guardianship groups 
by effectively stabilizing caregiver stress and providing psycho-education and guidance 
around parenting interventions regardless of the caregiver’s relationship to the child.        
     Lastly, it was hypothesized that female children would exhibit higher levels of 
symptoms at the end of treatment compared to male children.  Although previous 
research has found differences in the ways that male and female children may exhibit 
emotional symptoms and respond to stress (Maschi et al.,2008; Tollin & Foa, 2006), this 
hypothesis was not supported within the model.  The use of a Total Post-Traumatic Stress 
scale score, primarily of caregiver report of symptoms, may have served to dilute some of 
the differences between male and female children in the sample that have been found in 
other related studies (Sprang & Craig, In review), and further research examining child-
reported symptoms of post-traumatic stress may help clarify gender symptom differences 
in future studies.  Additionally, while the individual symptom scores for intrusive, 
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avoidant, and arousal symptoms were not able to be examined in this study (a total PTS 
scale score only is available on the child-report TSCC-A), an examination of these 
constructs is encouraged in future research and may help clarify symptom differences 
between girls and boys. 
      Although previous research supports the inclusion of the number of different 
types of traumatic exposures, the placement status of the child, and a child’s gender in the 
model, these variables were not found to predict variance in end of treatment symptom 
scores.  Additionally, these predictors were not found to significantly predict baseline 
symptom scores.  These findings prompt questions as to possible differences that may 
exist for the current study sample compared to other study samples, and how these 
differences may confound the relationships between the number of different types of 
traumatic exposures, gender, placement status, and outcome symptom scores.       
Emotional and Behavioral Outcomes 
Post-Traumatic Stress and Internalizing Symptom Outcomes 
      Past research has found elevated levels of symptoms related to post-traumatic 
stress (Alisic et al., 2011, Crusto et al., 2010; Feldman & Vengrober, 2011; Greeson et 
al., 2011; Kaplow et al., 2005; Kelley et al., 2010), depression (Alisic et al., 2011; 
Feldman & Vengrober, 2011; Greeson et al., 2011), anxiety (Alisic et al., 2011; Greeson 
et al., 2011; Kaplow et al., 2005), aggression (Ozcol, Zucker, & Spinazzola, 2011), and 
interpersonal problems (Feldman & Vengrober, 2011; Kim & Cicchetti, 2003) for 
traumatized children compared to other children without histories of trauma.  
Internalizing symptoms can include symptoms of depression, generalized anxiety, 
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somatic complaints, and symptoms of post-traumatic stress, such as intrusive thoughts, 
hyper-arousal, and avoidance of thoughts and feelings related to the traumatic event(s).   
      In the current study, no significant differences were found between the 
independent variables, including type of treatment, and PTS end of treatment scale scores 
when examined on a multivariate level.  An examination of the baseline post-traumatic 
stress scores for this sample indicate that these scores were just over the clinical cut-off 
point, suggesting that per the PTS measures used in this study, this sample, as a whole, 
did not display substantially high levels of post-traumatic stress symptoms at the 
beginning or end of treatment.  Internalizing scale scores from the CBCL indicate a 
similar pattern, with baseline Internalizing scores being at the clinical cut-off and end of 
treatment scores falling just below this threshold.  While the PTS scales on the TSCYC 
and TSCC-A measure different types of symptoms than those captured by the 
Internalizing scale scores on the CBCL, it is interesting to note that the scores for these 
two scales clustered at and below their prescribed clinical cut-off points at baseline and 
termination  suggesting a similar profile for symptoms related to emotional regulation.  It 
is also worthy of note that post-traumatic stress-related symptoms often fluctuate during 
treatment, especially during exposure-base treatment such as TF-CBT, therefore, the 
inclusion of mid-treatment PTS and Internalizing symptom scores in future research may 
help provide clarification of factors that may influence symptom severity for this 
construct.  Additionally, the reliance on caregiver report for post-traumatic stress and 
other internalizing symptoms, may, as discussed previously, have potentially influenced 
the accuracy of measuring this construct. 
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      The study findings pose an interesting question as to current attempts to define 
and measure trauma-related internalizing symptoms for young children ages 2-12 years.  
Recent work toward defining post-traumatic stress symptoms for young children has 
helped clarify trauma-related symptoms specific to this age group (Scheeringa, Myers, 
Putnam, & Zeanah,, 2012; Scheeringa, Zeanah, & Cohen, 2011).  Past research has 
suggested that young children exhibit levels of post-traumatic stress symptoms similar to 
older children (Scheeringa & Zeanah, 2008), and it has been suggested that the diagnostic 
criteria for Post-Traumatic Stress Disorder (PTSD) contained in the DSM-IV may 
inadvertently prevent young children from being properly diagnosed.  While the post-
traumatic stress-specific measures used in this study have been found to demonstrate 
solid reliability and validity in measuring post-traumatic stress and related symptoms, the 
predominant reliance on the caregiver’s report of these symptoms may complicate the 
accurate identification of PTS symptom severity (Levendosky, Bogat, & Martinez-
Torteya, 2013; Scheeringa & Zeanah, 2001).   
Externalizing and Total Problem Score Symptom Outcomes  
      Children with complex trauma histories have been found to exhibit high levels of 
externalizing behavior problems (Cloitre et al., 2009; Greeson et al., 2011).  
Externalizing symptoms can include behaviors such as aggression, angry outbursts, and 
defiance.  The Total Problem scale score from the CBCL used in this study captured 
internalizing and externalizing behavioral symptoms, as well as symptoms related to 
encopresis, enuresis, cruelty to animals, sleep disruption social, thought, and attention 
problems.  These types of behaviors are commonly identified by caregivers as the most 
challenging problems in need of treatment.   
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      In this study, children were found to exhibit higher levels of externalizing 
behaviors than internalizing behaviors both at the beginning and end of treatment as 
measured by the CBCL.  This finding suggests that children in this sample may have 
been experiencing high levels of emotional arousal expressed specifically through 
behavioral problems.  This reasoning is supported by past research that has found a 
connection between the exposure to violence and the presence of child behavior problems 
(Johnsona et al., 2002), and to aggression in particular (Conner, Doerfler, Volungis, 
Steingard, & Melloni, 2003).  A recent study by Milot et al. (2010) found the presence of 
symptoms of post-traumatic stress to mediate the relationship between a history of 
maltreatment and the presence of behavior problems in preschoolers.  Results indicated 
that children with symptoms of post-traumatic stress were found to have higher levels of 
behaviors problems (Milot et al., 2010).  Further, patterns of externalizing behavior 
difficulties may be passed down from one generation to another in families with histories 
of traumatic exposure.  Efrensaft and Cohen (2012) found that children whose parents 
were exposed to intimate partner violence (IPV) as a child were at increased risk for 
behavior problems.  Thus, exposure to maltreatment or neglect, even in a generation once 
removed, may result in high levels of externalizing behavior problems.  Although 
previous research has found higher levels of post-traumatic stress symptoms for girls 
compared with boys (Alisic et al., 2011; Maschi et al.,2008; Tollin & Foa, 2006), high 
levels of externalizing symptoms have been found across gender for younger children 
(Scheeringa & Zeanah, 2008).   
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Type of Treatment and Externalizing and Total Problem Outcome Scores 
      Questions as to how to best meet the needs of traumatized children have led to the 
development of  treatment interventions designed to best meet the often challenging 
symptom presentations of these children (Cicchetti et al., 2006; Cohen et al., 2004, Cohen 
& Mannarino, 1996; Eyberg et al., 2001; Ghosh Ippen et al., 2011; Hood & Eyberg, 
2003; King et al., 2000; Kolko, 1996a; Kolko, 1996b; Lieberman et al., 2006; Lieberman, 
Van Horn, & Ghosh Ippen, 2005, McNeil et al., 1999; Schuhmann et al., 1998).  The two 
types of treatment examined in this study, TF-CBT and PCIT, have both been empirically 
studied and found to be successful at reducing emotional and behavioral symptoms for 
children.  The results of this study found significant differences between the type of 
treatment received and Total Problem symptom scores on the CBCL at the end of 
treatment.  A trend toward significant differences was noted between end of treatment 
Externalizing CBCL scores and the type of treatment.  Children receiving TF-CBT were 
rated as having lower levels of Externalizing and Total Problem scale scores following 
treatment with TF-CBT.  These results suggest that externalizing and other types of 
behavior problems, such as social, thought, and attention problems that result from 
trauma (especially trauma of an inter-personal nature), may resolve more successfully 
through cognitive techniques as opposed to more behaviorally-focused interventions.  
The focus on affect regulation and cognitive coping skills during TF-CBT, along with the 
gradual exposure to thoughts and feelings associated with the experienced trauma, may 
serve to more successfully resolve the emotional dysregulation that underlies 
disorganized patterns of behavioral responses (Cohen, Mannarino & Deblinger, 2006).   
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      This reasoning is supported by neurobiological research that has focused on 
clarifying the processes by which post-traumatic stress symptoms may develop (De Bellis 
et al., 1999a; De Bellis et al., 1999b).  Specifically, the amygdala, a part of the Limbic 
system, has been found to be responsible for the “development and expression of 
conditioned fear” (Davis, 2000, p. 214).  It is postulated that post-traumatic stress 
symptoms develop through the processes of long term potentiation (LTP) and long term 
depression (LTD; Chapman and Chattarji, 2000; Labar and LeDoux, 2001).  LTP is the 
strengthening of signals between neurons when the neurons are stimulated 
simultaneously and leads to the development of conditioned fear responses and patterns 
of hyper-arousal (Chapman and Chattarji, 2000; Labar and LeDoux, 2001).  LTD, on the 
other hand, is the weakening of signals between neurons and can lead to either hyper- or 
hypo- arousal (Labar and LeDoux, 2001; Chapman and Chattarji, 2000).  Both LTP and 
LTD can result in high levels of emotional dysregulation for the child leading to the 
expression of this distress through externalizing behaviors.   
     Further research into how externalizing and other types of behavior problems 
resulting from trauma may resolve differently from non-trauma-related behavior 
problems is needed.  The clarification of these differences can help guide practitioners in 
identifying the most appropriate treatment interventions for a child’s individual needs.  
The concept of differential therapeutics, the idea of applying research and clinical 
knowledge in a systematic way to identify treatments that may best fit an individual’s 
specific needs (Clarkin, 2005), has been used in both the medical and psychiatric arenas 
to help develop criteria that can help practitioners make systematic decisions regarding 
the individual needs of their patient or client.  Further research into the different ways in 
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which behavior problems resolve for traumatized versus non-traumatized children can 
lead to the refinement of research-based guidelines that can guide treatment selection 
toward a “best fit” for a particular child.  As discussed, there are innate complexities 
involved in identifying the factors that are most salient to the decision-making process 
when determining a course of treatment.  Due to the nature of the development of 
emotional and behavioral problems for a child following traumatic exposure, there is 
variability in the identification of the personal or situational factors that may “cause” 
trauma-related symptoms.  Questions as to why children with similar trauma histories 
may experience a relative absence of problematic symptoms, while other children 
experience pervasive emotional, behavioral, and social problems remains, to a certain 
degree, unclear.  A child’s age, his or her trauma history (including the type and 
frequency of trauma exposure), the quality of the child-caregiver relationship and the 
stability of the caregiver’s own mental and physical health issues must be considered 
when making decisions about treatment.  Further, cultural considerations may need to 
taken into account when determining whether a specific treatment is a “best” fit for a 
child and his or her family.  The continued examination of the relationships between 
demographic and environmental factors and end of treatment outcomes can help identify 
the aspects of a child’s experience that carry the most influence over symptom outcomes 
and how these factors may help clarify the decision-making process related to 
determining the “best” treatment.                   
Daily Functioning Scores at the End of Treatment 
      The hypothesis stating that children and their caregivers would report improved 
daily functioning at the end of treatment regardless of treatment condition was supported 
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by the analyses; caregivers and their children reported an overall improvement in the 
child’s daily functioning from the beginning to the end of treatment.  Daily Functioning 
scores were also found to be negatively correlated to end of treatment symptom scale 
scores indicating that perceptions of improved daily functioning were congruent with the 
psychometric measurement of emotional and behavioral symptoms (as symptoms 
improved, ratings of the child’s daily functioning also improved).  This finding indicated 
a relationship between symptom reduction and improved daily functioning and suggests 
that treatment interventions can lead to qualitative improvements in the lives of children 
and their families.     
      Although the primary goal of treatment is to provide improved outcomes for 
children and their families, improvement is often measured exclusively by the presence 
or absence of symptoms, as opposed to other measurements of functioning, such as 
performance in school and relationships with others both in and outside the home.  A 
child’s level of functioning is defined not only by an absence or reduction in symptoms, 
but also by the child’s ability to successfully interface and function within their 
environment.  Child and caregiver subjective reports of daily functioning can provide a 
more contextual understanding of how a child and their caregiver may perceive 
improvement during and after treatment.   
      Past research has examined how a caregiver’s own level of distress may affect 
ratings of perceived daily functioning (Kinsman & Wildman, 2001; Valentino et al., 
2010).  Caregivers of young children are typically the primary reporters of the child’s 
functioning and make the ultimate decision as to whether a child remains in or 
discontinues treatment.  While aspects of daily functioning can be observed and 
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measured by a caregiver, the potential influence of a caregiver’s own emotional well-
being on his or her perception of the child is an important consideration when interpreting 
results and encourages further examination of this construct.         
      Finally, a review of the research on child and caregiver perceptions of daily 
functioning at the end of treatment indicates a paucity of research examining this 
construct within the child trauma literature.  This study contributes to this gap in the 
literature by examining child and caregiver perceptions of changes in the child’s daily 
functioning following trauma-informed evidence-based treatment.   
Limitations 
      There are several limitations for this study that need to be considered when 
interpreting the findings.  First, this study utilized a relatively small non-randomized 
sample which limits the generalizability of the findings.  However, an a-priori analysis 
indicated that a minimum sample size of 97 would provide sufficient statistical power to 
identify effect sizes classified as medium or larger.  The inclusion of the corresponding 
pretest scores as a covariate in each model predicting post-test scores served to improve 
the statistical power for the analyses.  Covariates are selected for both conceptual and 
empirical reasons. Conceptually, they are argued to have a meaningful relationship with 
the dependent variable. Empirically, the inclusion of a covariate allows the researcher to 
account for some of the variance in the dependent variable, thus increasing the likelihood 
of identifying a relationship between the predictor(s) and the outcome, if such a 
relationship actually exists. This is particularly important when meaningful effects may 
also be small effects.  To this end, baseline outcome scores were included in the analyses 
to help increase the statistical power of the model.  
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      It is also important to note that the sample sizes for the TF-CBT and PCIT 
treatment groups in this study were disproportioned to one another, with PCIT cases only 
making up approximately 1/3 of the total cases within the sample.  Future research with 
more equal samples is recommended to help clarify differences in symptom outcomes 
following treatment.      
       Third, the primary reliance on caregiver reporting of a child’s post-traumatic 
stress and other internalized symptoms may have limited the accuracy of obtaining a true 
measurement of post-traumatic stress symptoms, many of which are internally 
experienced by the child. While the PTS and Internalizing CBCL scale scores used in this 
study have been found to demonstrate solid reliability and validity in measuring these 
constructs, past research has indicated that caregiver and child reports of the child’s 
trauma-related symptoms report may differ from one another (Kassam-Adams, Garcia-
Espana, Miller, & Winston, 2006) and may additionally be influenced by the caregiver’s 
own level of distress (Kinsman &Wildman, 2001).     
      Lastly, this study did include both full completion and adequate dose cases based 
on past literature that has suggested that therapeutic benefit may be obtained even if a 
child drops out prior to full completion of treatment (Lyon & Budd, 2010).  While 
significant improvements in symptoms were found between baseline and end of treatment 
scores for both dosage groups, it should be noted that the average end of treatment scores 
for the full completion group were lower (indicated fewer symptoms) than the adequate 
dose group.    
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Practice Implications 
      The results of this study have implications for practice.  First, practitioners are 
encouraged to consider how externalizing and other problem behaviors stemming from 
traumatic exposure may resolve differently from behaviors that result from environmental 
factors apart from trauma (such as inconsistent parenting or changes within the family 
structure.   A broader understanding of how disruptions in neurobiological development 
can affect behavioral symptoms and the mechanisms inherent to assisting children with 
affect regulation can help practitioners make trauma-informed decisions about the 
specific treatment needs of children under their care.   
      Secondly, while this study reinforces the helpfulness of both TF-CBT and PCIT 
for children following traumatic exposure, the findings suggest that children with multi-
trauma histories who exhibit high levels of externalizing behavior problems may benefit 
from a treatment that includes a cognitive exposure-based component to address the 
emotional dysregulation that underlies the presence of the externalizing behavior 
problems.  Practitioners are encouraged to receive training in trauma-informed care and 
to systematically apply research and clinical knowledge to determine the best course of 
treatment for a child (Clarkin, 2005; Hoffman, 2003).   
      Third, clinicians are encouraged to be mindful of the specialized needs of older 
children who are seeking treatment related to trauma.  As with other age groups, older 
children may have specific trauma-related symptoms that may benefit from an adjusted 
focus in treatment.  As discussed previously, older children with histories of multiple 
traumatic exposures may be at risk for higher levels of externalizing symptoms.  These 
symptoms may place the caregiver at risk for elevated care giving stress and for early 
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treatment dropout.  The provision of trauma-informed psycho-education about trauma-
related symptoms, with a specific focus on the potential cumulative emotional and 
behavioral effects of repeated trauma exposure, can assist children and their caregivers 
with formulating a deeper understanding of the basis for the exhibited symptoms.  
Additional parenting support may also be indicated to help reduce elevated levels of 
parenting stress and to help the caregiver manage their child’s behavioral needs. 
        Fourth, obtaining feedback from children and their caregivers about their 
perceptions of change in daily functioning can help guide treatment.  Prior research 
indicating differences in how children and caregiver rate a child’s functioning reinforces 
the helpfulness of gathering information from both perspectives (Karem-Adams et al., 
2006; Valentino et al., 2010).  The examination of child and caregiver’s ratings of daily 
functioning can help identify areas in need of psycho-education and additional supports.  
The assessment of perceptions of daily functioning can also help identify perceived 
barriers to treatment attendance, as well as areas of incongruence between perceptions of 
daily functioning and symptoms levels measured with psychometrics.    
         Lastly, the results of this study reinforce the importance of early intervention for 
reducing symptoms for children following traumatic exposure (Borrego et al., 1999; 
Borrego et al., 2004; Chaffin et al., 2004; Cohen & Mannarino, 1996; Cohen & 
Mannarino, 1998; Cohen et al., 2006; Scheeringa et al., 2011; Timmer et al., 2005) and 
preventing long-term emotional, physiological, and interpersonal  problems into 
adulthood (Briere et al., 2008; Cloitre et al., 2009; Edwards et al., 2003; Felitti & Anda, 
2009; Felitti et al., 1998; Limke et al., 2010).  The early provision of trauma-informed 
psycho-education about emotional and behavioral responses to trauma, along with 
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evidence-informed recommendations for treatment can help place children and their 
families on a path to recovery.         
Future Research 
      The study findings encourage areas of future research.  The examination of the 
relationship between post-traumatic stress responses and externalizing behaviors is 
indicated.  Specifically, clarification of how externalizing symptoms exhibited by 
traumatized children may be different from externalizing behaviors exhibited by children 
without such histories can help guide researchers and practitioners in creating guidelines 
to assist with the selection of treatment interventions best designed for a child’s 
individual needs.  This knowledge can also inform modifications to existing treatment 
protocols that address differing presentations of symptoms.     
         Second, research into how a child’s history of placement disruption may moderate 
symptom severity outcomes is encouraged.  The results of the multivariate analyses in 
this study did not find placement status to be a significant predictor of end of treatment 
symptom severity scores.  These findings raise questions as to how the three placement 
groups included in the study may be more similar than different from one another.  Of 
particular interest is the effect of a child’s history of disrupted placements on symptom 
outcomes.  As this study included a sample of children who were currently in foster care, 
had been adopted following placement in foster care, and/or were being cared for by 
other relatives, the similarities and differences in the placement histories of these children 
may provide clues as to potential moderating factors to symptom severity.  Studies 
focused on accurately capturing the effects of placement disruption (either from home of 
origin or in other types of placements) on symptom development in children can further 
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inform our understanding of how such events can contribute to the complex symptom 
profiles of these children and the contribution of placement disruption to allostatic load.  
Lastly, it is notable that while placement status was not found to significantly influence 
outcome scores in the multivariate analyses, a significant relationship was found between 
placement status and Internalizing end of treatment scores on a bivariate level suggesting 
that a larger sample with increased power may yield different results.    
     Third, further research into how the trauma-related symptoms of young male and 
female children may differentially resolve during treatment is of continued interest.  Past 
research has identified differences in the symptom profiles of male and female children 
following traumatic exposure ( Alisic et al., 2011; Maschi et al.,2008; Tollin & Foa, 
2006), however, studies focusing on the gender differences between younger girls and 
boys have been more limited.  Questions related to gender differences in young children 
is of particular interest due to difficulties in defining and measuring levels of post-
traumatic stress symptoms for this age group.  Research examining gender differences in 
post-traumatic stress symptoms for young children is encouraged and can be guided by 
the scholarly work around the revisions to the Diagnostic and Statistical Manual 
(Scheeringa, Myers, Putnam, & Zeanah, 2012; Scheeringa et al., 2011).       
      Lastly, due to the inclusion of children ages 2-12 in this study, caregiver-reports 
of emotional and behavioral symptoms and ratings of daily functioning were primarily 
utilized.  Past research has suggested that levels of distress experienced by the caregiver 
may influence the caregiver’s perceptions of their child’s functioning (Kinsman & 
Wildman, 2001; Valentino et al., 2010).  Caregivers may have their own histories of 
trauma and/or may feel elevated distress connected to their child’s traumatic 
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experience(s) increasing the difficulty that some caregivers may have in separating their 
own feelings of distress from those of their child.  Research designed to control for the 
effects of caregiver distress can help identify sources of variance in symptom outcome 
scores and can lead to a clearer understanding of the relationships between child 
symptoms and levels of caregiver distress.      
Implications for Social Work Education 
      The results of this study suggest that there is benefit to matching a child’s 
characteristics and areas of need to treatment type.  Due to the high prevalence of 
children entering the mental health system with experiences of trauma, social workers 
must be able to assess for a history of traumatic exposure and to make trauma-informed 
decisions as to the best method of care based on the individual needs of the child and his 
or her family.  Social work educators are encouraged to help prepare social work students 
for this challenge by designing curriculum that is trauma-informed with an emphasis on 
helping the student learn how to think critically about a child’s trauma history and 
symptoms and to integrate this knowledge into trauma-informed treatment decisions.  
The curriculum should facilitate student competency in the area of trauma-informed care, 
including understanding the basic tenets of neurobiology, attachment, cognition, 
emotional regulation, and available trauma-informed evidence-based treatments.  
Fostering social work students who are able to make research-informed decisions about 
best practice interventions will facilitate the development of social workers who are more 
prepared to meet the complex needs of children with varying histories of trauma.                  
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Policy Implications 
      There is strong support for the use of trauma-informed evidence-based protocols 
with traumatized children and their families (Cicchetti et al., 2006; Cohen et al., 2004, 
Cohen & Mannarino, 1996; Eyberg et al., 2001; Ghosh Ippen et al., 2011; Hood & 
Eyberg, 2003; King et al., 2000; Kolko, 1996a; Kolko, 1996b; Lieberman et al., 2006; 
Lieberman et al., 2005, McNeil et al., 1999; Schuhmann et al., 1998), and the results of 
this study reinforce the importance of considering a child’s individual needs when 
determining the best course of treatment.     Successful matching of a child’s symptom 
profile to the chosen intervention can expedite the treatment process leading to increased 
positive outcomes for the child.   
      Although the evidence for the reduction of trauma-related symptoms following 
evidence-based practices is robust, study results indicate that discrepancies continue to 
exist between the use of best practice guidelines, offered by associations such as the 
International Association of Traumatic Stress Studies (ISTSS), and the types of 
intervention strategies commonly used by practitioners when treating trauma-exposed 
children.  In a study examining the use of research-based treatment interventions by 
mental health providers in a southern state, Sprang, Craig, and Clark (2008) found that 
the majority of 1121 providers surveyed using a Trauma Practices Questionnaire (TPQ) 
identified using a generalist approach when providing trauma-related practices.  Further, 
approximately half of the sample did not identify an assessment method of choice, with 
only a very small percentage of practitioners (3.9%) having reported utilizing trauma-
specific questionnaires to help identify symptoms.  More experienced clinicians were 
found to be more likely to receive training in trauma-informed care, and that the receipt 
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of such training increased the use of research-based practice methods (Sprang et al., 
2008).  Similarly, a study surveying the factors associated with the use of evidence-based 
practices by clinical psychologists and social workers in a randomized national sample (N 
= 711), Craig and Sprang (2010) found that the receipt of specialized training in trauma, 
the age of the provider, and the proportion of post-traumatic stress cases on a provider’s 
caseload were predictive of the use of evidence-based practices (Craig & Sprang, 2010).  
These findings suggest that research-based treatment for traumatized children has largely 
not been translated into practice.  The development of policies that encourage mental 
health and other community agencies to train their providers in trauma-informed care can 
help increase the use of evidence-based decision-making with children.   
      First, state policies can encourage the training of child welfare and mental health 
professionals in trauma-informed care by providing funding that supports a training 
mandate.  Emotional and behavioral problems stemming from past trauma exposure are 
often mislabeled leading to referrals for services that are, while unintentionally, 
misguided.  The misidentification of the mental health needs of children exposed to 
trauma can lead to referrals for services that may fail to address underlying trauma-
related impairments.  State funding of training in trauma-informed care can help child 
welfare workers make more informed decisions about the families under their care, and 
can facilitate the connection of a child and family to the most appropriate resources.  
Training can help mental health providers develop trauma-specific assessments skills and 
can encourage the application of research-based decision-making when determining 
treatment intervention for a child.  It is recommended that training in trauma-informed 
care include an overview of trauma-related disorders, how symptoms may manifest for 
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children across the developmental continuum, basic neurobiological consequences of 
repeated exposure to traumatic stimuli, and an introduction to attachment theory.  These 
training programs have been developed by the National Child Traumatic Stress Network 
(e.g. the Child Welfare Trauma Training Toolkit), and are available at www.nctsn.org.   
However, these programs are just emerging in some states, and delivery of such programs 
is still the exception, rather than the rule.   
      Secondly, policies can increase the use of evidence-based practices with 
traumatized children by providing monetary incentives for community agencies and 
practitioners to provide these interventions.  Large caseloads and high rates of staff 
turnover can make the shift toward the systematic use of evidence-based practices within 
community mental health settings more difficult.  Past research has indicated that more 
experienced providers are more likely to utilize trauma-informed evidence-bases 
practices (Craig & Sprang, 2010; Sprang et al., 2008), and the large number of relatively 
inexperienced providers that seek employment through community mental health 
agencies may be an additional barrier to the use of research-informed treatment.  
Additionally, the unprecedented funding and financial constraints experienced by 
community mental health agencies can affect an agency’s ability to shift their treatment 
culture away from more generalized or eclectic practice to evidence-based care.  Thus, 
incentives, such as higher rates of reimbursement, can help agencies change their 
treatment culture by rewarding agencies for the use of evidence-based care with 
traumatized children.  The use of evidence-based practices can also be encouraged 
through the provision of financial incentives for local and state agencies who can 
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demonstrate improved symptom and daily functioning outcomes for trauma-exposed 
children following treatment.       
Conclusion 
      Research into how best to help children resolve emotional and behavioral 
symptoms following traumatic exposure continues to be an area of robust study.  The 
short and long-term adverse effects of traumatic exposure, especially for children with 
multi-trauma histories, are clear and behoove researchers and practitioners to translate 
research knowledge into practice.  This process has led to the development of trauma-
informed evidence-based interventions designed to address childhood post-trauma 
symptoms and to decrease the potential for long-term psychological problems into 
adulthood.  The treatment interventions of TF-CBT and PCIT have demonstrated efficacy 
in resolving the emotional and behavioral needs of traumatized children and both have 
strong empirical support.  While some commonalities in symptom profiles have been 
identified for children following traumatic exposure, much remains to be learned about 
the differential needs of traumatized children.  Research that is focused on clarifying the 
factors that differentiate symptom resolution during treatment can inform how existing 
treatment protocols may need to be modified to meet the specific needs of an individual 
child.   
      This study contributes to the existing literature by examining how factors 
identified in the existing literature may predict symptom outcomes following trauma-
informed evidence-based treatment for young children ages 2-12 years.  This study 
generated questions as to how externalizing and other problems behaviors of traumatized 
children may resolve during treatment and suggests the potential benefits of closely 
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matching the individual emotional and behavior needs of traumatized children to specific 
treatment interventions.  Lastly, this study encourages the inclusion of a daily functioning 
measurement along with the more empirical measurements of specific symptoms.  This 
approach can provide a qualitative understanding of how a child and their caregiver may 
be perceiving treatment progress. 
      In closing, many children develop emotional and behavioral difficulties following 
exposure to a traumatic experience.  Translational research provides hope for these 
children and their families by continuing to examine, develop, and modify treatment 
interventions focused on resolving emotional and behavioral problems.  Tensions 
between the known and the unknown in the area of trauma-informed treatment for 
children continues to propel research forward to clarify factors that may influence 
symptom severity follow treatment.            
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